





2 5=
% )'%e;
1 &,
s g

National Health
Insurance

2025 —2026

Annual Report



B %
CONTENTS

04

ERAEE

Message from the Director
General

01

Chapter 3

HAGE  ASERR
Organization Structure \"\I

02

Chapter PP

A=y =¥ (o=
v =



i
03

Chapter A

fafte® MEFEF
Comprehensive Benefits and
Convenient Access

04

@ FT-IgN 52
BEXRE REARE

Professional Review and
Quality Improvement

05

Chapter R0
BlFraft BAIFAR

O

06

“Chapter [

FEERSSE: <FE(RID
Care for the Disadvantaged and
Watch over Isolated Areas

07

Chapter P

ERmE BRFEBE

Public Satisfaction and
International Recognition

08

@ FTa-lgl 100
BERE RERRK




& RAYEE

Message from the Director General

NUMBEO#M UL ATH2025F 2 3R E &
RERE > 2ELI86.5DEHHRE—
BELFER EFMERE2REBUNER
B EREERRFIEESBHEAVER
=THEXR > 2ERER—F—WHERS
R REEERAQAY IR SE LR
#Y > BEAIANE  BARABRTREA > L
RERMEEESS -

EHAOENL  BERAABN BF
ADRE ~ MESIERFTRERRRES
e BREEBES " KREFTE,
ZiEm BB EERE - FAf&RE - (L2
BoRBERRBHE  BHIHEUARSE
MEIEBERER  RBR2ARE -

REIB MR EELSS0BA @ REE
FEEI=% XEEFLE > WHEFEM
fA888ETE - KEFEEEMNBMTBMARR -
BE RBECBEBFUNEZETAKER
E - BREDARREFEES  BE
EREEFXENEE  JGEESI ZRANEE

g r{
y

» -9
T

F2 37 3V {1 1 I 00 23R R B KT B A URLEK
FRERR ARt BB 5K AE -

2REBROKE  BSMBXKERA
HKE - MRS > FONELZTYHER
T WA RERERBRDE - ADED
FREE-—RFHNEHNEERC 2
BXAHENFAE  BERAELR SR
ZEBEAELIFRE  BEZAERREERE
BAMCIRE  WHEMHKE - AKX
B TeeAREXE -

RINEBREMEHMEABE » RK
HERAXERBUERTE  AIEEER
2HHBERE  RFRCERRKRE BT
ERANANEREREEE  RERBR
BAHKANRAEEZEE -

BESFEITEQT  EZHEIMER
BEER BEEEALTE - BIBTEN
ERE & "RBERE,  WmREERX
RBARIR -

ol

BERANEhAEERRE ER

R % 4T



Taiwan retained its top ranking for the
seventh year in the Health Care Index 2025
issued by the international NUMBEQO website,
with a score of 86.5. This achievement is not only
a milestone for the well-being of all citizens but
also a source of pride for Taiwan's National Health
Insurance system. Over the past three decades,
the National Health Insurance has steadily
progressed, demonstrating remarkable advances
in healthcare equity, accessibility, and patient
satisfaction. These accomplishments are the result
of the dedication of previous generations, the
unwavering commitment of medical professionals,
and the trust and support of the entire population.

Facing challenges such as an aging
population, increasing healthcare utilization,
healthcare workforce mobility, rapid introduction
of new medications, and swift technological
advancements, the National Health Insurance
Administration (NHIA) is actively promoting "The
Grand Family Physician Plan." By strengthening
self-health management, preventive care,
community-based integrated care, and seamless
connections to long-term care services, the NHIA
is progressively building a people-centered and
resilient healthcare system that delivers holistic,
comprehensive care.

Taiwan has approximately 8.5 million people
with chronic diseases. To address this, the NHIA
tackles the issue at its source by controlling the
"three highs" (hypertension, hyperglycemia, and
hyperlipidemia), promoting healthier lifestyles,
and implementing the 888 Program for prevention
and treatment of the "three highs" which integrates
the concept of health promotion into the National
Health Insurance system. Furthermore, cancer
has ranked as the leading cause of death among
Taiwan's top ten causes for 43 consecutive years.
To address this, the NHIA has established a
NT$10 billion New Cancer Drug Fund to alleviate
the financial burden on cancer patients and their
families. Treatment guidelines are aligned with
international standards, evaluation mechanisms
have been established, and the process for
including new drugs and medical devices has

j
j‘
2
L%

f

%

e Q“
N

been accelerated, thereby balancing patient
rights with financial sustainability.
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The sustainability of National Health
Insurance encompasses both financial and
workforce sustainability. In terms of financing,
it relies on diversified funding sources and the
effective allocation of NHI resources. Regarding
the workforce, it depends on the dedication and
hard work of frontline medical and nursing staff.
Through adjustments to the payment system and
inter-ministerial and inter-agency collaboration to
improve the working environment for healthcare
personnel, the foundation of a stable healthcare
system is strengthened. Healthcare professionals
are the cornerstone of a robust medical system.
Only with financial and workforce sustainability
can the National Health Insurance achieve long-
term sustainability.

To accelerate innovation in medical
information systems and align with international
standards, the NHIA will invest in next-generation
digital healthcare platforms to create a smart
and secure healthcare environment. At the same
time, data protection will be strengthened, and
the transparency and trustworthiness of data
utilization will be enhanced to create greater value
for health policies and the public interest.

The National Health Insurance will continue
to build a fair, smart, and resilient healthcare
system that integrates medical care into everyday
life. Through continuous reform and improvement,
we aim to create a "Healthy Taiwan" and lay the
foundation for a sustainable future for National
Health Insurance.

Lian—Yo Clern

Lian-Yu Chen, M.D., Ph.D.

Director General

National Health Insurance Administration,
Ministry of Health and Welfare
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Table 1-1 The NHIA’s Regional Divisions

- RIEEHRAE / 5

ZEag  RERFREBFEFE - BRER
RN - BERREBAT - BERMEHEEM
B ARBE - ADEIERE  RRER
FATBEE AP RBUF RS TAE S E

REBVHEDZRBRSIERE - BRER
WEBEEUEXRBEEEMAT  HERIEER
Bt EE  ESMREoEIEEBA (X
1-1~ E1-1) - BENEAREE - REREK
B BREASSRNRFNESRERES
BERE  BRRB22EBENAT  RIBHE
MERR - £2024F12831H » ABETHE
2,9804 °

B¢ = BR7E144% Number of Insured / Contracted Medical Institutions

- EdtEFEAE Taipei Division
9,031,043/ 10,190

- JtIEZF54H Northern Division
4,045,971/ 4,376

- AEEFEAE Central Division
4,287,646 / 6,632

- FAEEFEME Southern Division
2,951,629 / 4,495

- BSR4 Kaoping Division
3,203,683 / 4,972

- HR[EZEFEHE Eastern Division
440,100/ 651

#8&tTotal: 23,959,972 / 31,316

H1BRETEHEMESM  BHMED 0 %
L7 E S BRSO S 22{E B A% A
% REBIBHEMACIRT

2 Bt E20244F 128 -

Notes: 1. Seven joint service centers and
22 liaison offices have been
established in major counties
and cities and on the offshore
islands of Kinmen and Penghu
to deliver localized services.

2. Statistics as of December 2024.
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Organization Structure and History

The National Health Insurance Administration
(NHIA) was formerly a finance/insurance
business entity known as the Bureau of National
Health Insurance, Department of Health,
Executive Yuan. In 1995, it was charged with
integrating the country’s three major occupational
medical insurance systems for laborers, farmers,
and government employees that covered
approximately 59% of the population. As well
as following the principles of sustainability and
caring for the disadvantaged, this move was
intended to develop a complete social insurance
scheme that covers the entire population.
In 2010, the NHIA was transformed as an
administrative agency and consolidated in 2013.
Today, it becomes the National Health Insurance
(NHI) system, which is a government-run, single-
payer scheme.

The Ministry of Health and Welfare (MOHW)
is the competent authority of NHI, a type of
government social insurance. Under the MOHW,

the National Health Insurance Committee is
responsible for assisting in formulating NHI
policy and overseeing implementation of related
affairs while the National Health Insurance
Dispute Mediation Committee handles NHI
disputes. As an insurer, the NHIA is responsible
for NHI affairs, healthcare quality and information
management, R&D, and personnel training.
The central government shall budget the
administrative expenses required by the NHIA.

The NHIA has established various specializ-
ed departments to handle operations for the
provision of NHI services. Six regional divisions
(Table 1-1 and Chart 1-1) are in place to handle
enrollment, premium collection, medical expense
review and approval, and the management
of contracted medical institutions. They are
supplemented by 22 liaison offices throughout
the country for the delivery of localized services.
As of December 31%, 2024, the NHIA had 2,980
employees.
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® Department of Planning

® Department of Social Insurance

® Department of Social Assistance and
Social Work

® Department of Nursing and Health Care

® Department of Protective Services

® Department of Medical Affairs

® Department of Mental Health

® Department of Chinese Medicine and
Pharmacy

® Department of Long-Term Care

® Department of Oral Health

/’.

—e

® Department of Secretarial Affairs

® Department of Personnel

® Department of Civil Service Ethics

® Department of Accounting

® Department of Statistics

® Department of Information Management

e

® | egal Affairs Committee

® Hospital and Social Welfare Organizations
Administration Commission

® Health & Welfare Workers Training Center

® National Pension Supervisory Committee

® National Health Insurance Committee

® National Health Insurance Dispute
Mediation Committee

o Office of International Cooperation

Centers for Disease
Control

Food and Drug
Administration

National Health

Insurance
Administration

Health Promotion
Administration
Social and Family
Affairs Administration
National Pension
Bureau (Note)
National Research
Institute of Chinese
Medicine

S E  RERIE

Organization Structure and History

Planning Division
Enroliment Division
Financial Analysis Division
Medical Affairs Division
Medical Review and
Pharmaceutical Benefits
Division

Information Management
Division

Secretariat

Personnel Office
Accounting and

Statistics Office

Civil Service Ethics Office
National Health Insurance
Administration—Taipei
Division

National Health Insurance
Administration—Northern
Division

National Health Insurance
Administration— Central
Division

National Health Insurance
Administration— Southern
Division

National Health Insurance
Administration—Kaoping
Division

National Health Insurance
Administration—Eastern
Division

Note: The National Pension Bureau has yet to be established. The Organization Act for the Ministry of Health and Welfare stipulates
that prior to the establishment, the operations of the bureau may be handled by other government agencies (or entities).



Chapter

FRBMHE HHKIE

Universal Coverage and
Financial Sustainability

o






14

ERERFRETH

National Health Insurance
Annual Report
2025-2026

BERARERERRRINIR  BEZE
MEB  BEBIFIE > HEREERAARER
f& o FItE LR RRRFRRFIZEE TIFADR
58 KRNMEBREE  ARX  BE &
B BAT  ANBDEZEFSHERRER
ERVERERRA  BEBFEFHNES > 37
ERSEERSE - ERIRT - NEBHERE
M7 EEEMEREFEMOEALLLNE
o DR aEEEREA AR - #YAES
MERER - RERARD RO (5F2-1) » L
WRRRETERERE -

EPREFRRBEESLSEBRREAN
B2 EARBATHNEET  BERUREE
BIREANMRER - BENER - REEERE
BRISNMEAT ~ BERINEE - EAFHMA
fRIREER -

“RBRIETE  REEEEFLEEER
R RER - BIEHE 2 S AT
RWREEA  REAREBIMRREH R
MBMEERE - WABE2FR2NEERNA
8% NEREZERFEMOE A A 8EMARR
SMEAN T BEZE M REEFEBEEAXH
BiE@ERE R moE A mal AR » IRFEE
SNFIERZ BT -

BE2024F12A KL - 2INE2RERHN
BABE2,39589,972 A (FK2-2) » &HRE
AIB10189,735% o

PRERE19BFESZHLEREBERLS
LR > LI BEmE e » BRBECRRR - B
AIRBRIMAEZRENREHR - BENBUT
HRDENRBREWA - DI RERRE S
ME  RBFERERDECUA  RREEERN
BARBMASHERIET IR

AT BEEEBRRBREEGGADEES
FE  BRIHENEREERNEREBAL
RRERR  RRERBEBRRIR » 25
220024 ~ 2010 K 2021 FE = XA RBE
X FLBRAENERE  EEAERRSE
DR ETREREREENEEBEAR - &
FHREANBAEHRFHFRLUDFRAR « BKRT
ABRRSENRIEMET B ARE © BHER
HRNEELETRS - BARENE 5
2 RIBRAREFERTE -

2013F R FREHRRZEIIWSIES
H & TEREERREERES, (KK
ANEEE) k "2RERFRREBEERHE
8%, (XHEAWE) BHA "2RER
R, > WHBEERA Y EBE RRES
RBRMESE BEREE  AEALT BB
BARKER  SFREIEERONERR
B ERRFERREBEREZR  WELER
AMEBEHRITB TR E » BBRWSIZEN S -
ERRAMBRE



ERAMHR MBKE

Universal Coverage and Financial Sustainability

Universal Coverage and Financial Sustainability

The government initiated the National Health
Insurance (NHI) scheme to provide the entire
population with health security via a self-help
and a mutual assistance system. As such, NHI
coverage was extended to dependents, veterans,
and the unemployed—people in the non-working
population (including women, students, children,
and the elderly—who were not covered prior to
its inception. All are equally entitled to medical
services when they get sick, are injured, or give
birth. On the basis of this premise, it is mandatory
for all nationals of the Republic of China, who
have had a registered domicile in Taiwan for six
months or more, and all newborns in the Taiwan
area to participate in NHI. The insured are
classified into six categories (Table 2-1), based
on which insurance premiums are calculated.

Considering social changes and promote
human rights and fairness, the NHI has
undergone a number of statutory amendments
to phase in expanded coverage over the
years. Now new immigrants, long-term foreign
residents, overseas compatriot students and
foreign students, and military personnel are all
covered by the NHI system.

To further promote equal right to medical
care, second-generation NHI included inmates
in correctional facilities as well. ROC nationals
who have lived abroad for an extended period
of time and wish to re-enroll in the NHI program,
must have either participated in the system at
some point during the previous two years or

established residency in Taiwan for at least
six months. To be eligible for NHI coverage,
foreigners must also possess an Alien Resident
Certificate (ARC) and have resided in Taiwan for
at least six consecutive months, so as to respond
to public expectations of social fairness and
justice.

As of the end of December 2024, NHI
participants numbered 23,959,972 (Table 2-2)
and group insurance applicants, 1,019,735.

Since its integration of Taiwan’s various
social insurance systems in 1995, NHI has
operated under the principles of financial self-
sufficiency and pay-as-you-go. At present, NHI
derives its income chiefly from premiums paid
by the insured, employers, and the government.
A small amount is supplemented by premium
overdue charges and contributions from the
Public Welfare Lottery surplus and the tobacco
health and welfare surcharge.

Social and demographic changes, however,
have led to NHI expenditure growing far faster
than premium income. In addition to broadening
sources of income and conserving funds, the
NHIA increased the premium rate in 2002, 2010,
and 2021. In keeping with the spirit of the ability
to pay, the NHI adjusted the upper / lower limits
and tiers of the payroll bracket table meant for
premium calculation as well as the cap on the
number of dependents for whom the highest
premiums are collected. Measures also phased

15
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F148
Category 1

248
Category 2

$38E
Category 3

B4
Category 4

NBAE ~ SREEBEA - ABAE
Civil servants, volunteer military
personnel, public office holders

MRS

Private school faculty / staff

NEEER  BBEFHEEREN
=0

Employees of public / private
enterprises and organizations

BE - BEXET  EFIBE LA
ABEBTHES

Employers, self-employed,
independent professionals
and technical specialists

BXIE2g8  IMEME
Occupational union members,
foreign crew members

B aR
Members of farmers’ and
fishermen’s associations

EBREBEA EREEL - BNES
Military conscripts, military
academy students who receive
grants from the government,
dependents of military personnel
on pensions

BAR®RS

Substitute Services Draftees

IBIEMERX A

Inmates in correctional facilities

1R A SEEEECAS -

PHERBACZEBXERORE
W e

SHERBAZZEENERMMEE
MEB AR E BB - SR E
mEARNNNEENER R
BZE -

1.Unemployed spouse

2Unemployed lineal blood
ascendants

3.Lineal blood descendants
within 2" degree of kinship
who are either minors and not
employed or adults incapable
of making a living, including
those who are in school without
employment

EE1EEE
Same as the dependents in
Category 1

FE1EEE
Same as the dependents in
Category 1

None

7

None

None

FTEBHE 2K A
A~ EiEsEA
Agencies, schools,
companies, groups, or
individuals

FIEMIE - i RA

2 REERTE
Unions, Master Mariners
Association, National
Chinese Seamen’s Union

Eg A8
Farmers’ associations,
fishermen’s associations

BB ERHEE B AL
Agencies designated
by the Ministry of
National Defense

NIBERIEE 2 Bu
Agencies designated
by the Ministry of the
Interior

ETSER BB ERHEE 2
Bfr

Agencies designated
by the Ministry of
Justice and Ministry of
National Defense
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¥ Al the Insured PRI

Group Insurance
UL AA =8 Applicants
Insured Person Dependents

BRI ERBYERER

— ERAF B
Cate\or 5 Members of low-income households N/a;we
gory as defined by the Public Assistance
Act
1B R BB -
QERCEBXERANBERE -
SERCCHENERMBERE
REGEF BB - S FEREL
EANIER AR . oo (R
MR SRIBERSAE 1.Veterans’ unemployed spouse Administration office of

2.Veterans’ unemployed lineal
blood ascendants

3.Veterans’ lineal blood descendants

%658 within 2" degree of kinship who are

Category 6 either minors and not employed or

adults incapable of making a living,

including those who are in school

the village, township,
municipality, or district
where the household is
registered

Veterans, household representatives
of survivors of veterans

without employment
—MREFPRIEFFAK FE1BER
Heads or representatives of Same as the dependents in
households Category 1

i1 RRERE LECER R A RS
2 HAEB BN AR2013E1 A1 B2 N2 RER -
Notes:1. Being unemployed is a prerequisite for an insured person to qualify as a dependent or a member of Category 6.
2. From January 1%, 2013, inmates in correctional facilities were included as Category 4 beneficiaries in the NHI system.
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E1%
Category 1

AR

Table 2-2 Number of NHI Enrollees by Category

Category 2 | Category 3 | Category 4 | Category 5 | Category 6

W elee et 14,738,165 | 3,419,965 1,782,750 101,632 256,914 3,660,546 @ 23,959,972
Enrollees
SRR A S
B2kt 61.51% 14.27% 7.44% 0.42% 1.07% 15.28% 100%

Percentage

BERIEERE - 20244128318
Dated: As of December 31%, 2024

—hixRIEERIETE
2REBRN—MERBREEXSRMLE
20024F8 B [R#ERF4.25% » 2002429 A A
B 4.55% ; 2010F 48 REBERRIE - A
BE517% - ZRBREME - RINBHERR
RE (BREXR2%) @ —BRRBEEXRK
20131 AEFAEA4.91% ; 2016F1 FE—
MRIRBEB XA RL69%  BARRBREEX
AER1.91%  ERBRIHRREENRE

WA ENRENFE BRI EMEZEE
TR 2021F1 A 1HE—RRBREEXRFAE
#5.17% » B REEEXRFAER£2.11% °

RERE A BERERA ~ RRELNBIFHE
BDE - %1 2 SERERHAREFBELIFE
DI R ANRRESEX —RERBEXRAE
254~ 5 CARBRER - AILISB1EEHIMAK
RHRCEBA—MRERENFHIEFE (X
2-3~52-4) o




in over the years to calculate the premiums for
military personnel, civil servants, and teachers
according to their total compensations rather
than basic salaries. Supplementary premiums
from six types of income hitherto not included in
premium calculations are collected, and a lower
limit for government contribution is also set. All
these measures have been adopted to stabilize
NHI finances and ensure that NHI is structurally
sound to continue to operate.

In 2013, the launch of second-generation
NHI introduced a revenue-expenditure linkage
mechanism. The National Health Insurance
Supervisory Committee (responsible for revenue
oversight) and the National Health Insurance
Medical Expenditure Negotiation Committee
(responsible for expenditure negotiation) were
merged to become the National Health Insurance
Committee. Comprising the insured, employers,
insurance medical service providers, experts and
scholars, impartial persons, and representatives
of related agencies, the committee is entrusted to
review the premium rate based on the negotiated
total of medical benefit payments each year.
The review outcome is then presented first to the
Ministry of Health and Welfare (MOHW) and then
to the Executive Yuan for approval. The aim is
that this revenue-expenditure linkage mechanism
can help ensure the NHI system’s financial
stability over the long run.

From its inception to the end of August 2002,
NHI’s general premium rate was maintained
at 4.25%. For NHI financial stability, it was
increased to 4.55% from September 2002
and to 5.17% from April 2010. With the levy

ERAMHR MBKE

Universal Coverage and Financial Sustainability

of supplementary premiums (at 2%) upon the
launch of second-generation NHI, the general
premium rate was lowered to 4.91% from
January 2013. Taking effect in January 2016,
NHI’'s general and supplementary premium
rates were further reduced to 4.69% and 1.91%
respectively. Over the years, NHI’'s financial
shortfall worsened, however, as increases in
medical expenditures continued to well outpace
the growth in premium income. From January 1°,
2021, the general premium rate was raised to
5.17% and the supplementary premium rate to
2.11%.

NHI premiums are jointly paid by the insured,
group insurance applicants, and the government.
The premium payable by the insured in
Categories 1 to 3 is calculated as the insured’s
premium ratable wage multiplied by the general
premium rate. The premium of Categories 4-6
insured is calculated according to the average
premium paid by those classified in categories 1
to 3 (Table 2-3 and Table 2-4).

19
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Table 2-3 Formulas for NHI General Premiums

R A RRSEX —RRBREERX GELERX (1+EBAR)
= Premium ratable wage X general premium rate X contribution ratio X

The Insured (1 + number of dependents)

p F1RE1EEEIE  RERSEX—REBEERXEELERX (1+F
. diliie ] EBAR)
Category 1 (subcategories 1-3) : premium ratable wage X general
premium rate X contribution ratio x (1 + average number of dependents)

Wage
Recipients BAR BB
Group Insurance
Applicant or the
Government 523 RESEX —REBEBEXIXBELRXERRRAR
Categories 2 and 3 : premium ratable wage X general premium rate X
contribution ratio X actual number of people insured

WEAD WARBEA THRREXGELEX (1+5BAR)
. The Insured Average premium X contribution ratio X (1 + number of dependents)
(EHEREE)
Non-Wage
Earning B IR E X BELEXBERRAR
Individuals The Government Average premium X contribution ratio X actual number of people
insured
71 BREE  FRRR42RERRERESEE -

2—MRRBEEX | 2021F1 B 1AEAERE17% (FBEA/4.69%) -
SEREHE | BFRRR2RERBVARSBEORE -
4 BBAE - KINRARNEBAR - BIBSANLBAGTE -
5. FI9&E AR - B2024F 1 A1 HRBAER056A ©
6. 584X NS T HRIRE | 202561 F1 BT R2,2377T (FAERIAR2,1607T) - HBUNREME) -
7 SBefbE A OFIRRE | 20211 B 1 BLHER1,3777T (FAERIR1,2497T) - BY60% ~ BUTHEN40% - FAEREM
REZE 82670 (FHERATIIT) °
Notes: 1. Contribution ratios: Please refer to Table 2-4.
2. General premium rate: Raised to 5.17% (from 4.69%) from January 1%, 2021.
3. Premium ratable wages: Please refer to Table 2-5.
4. Number of dependents: The maximum number of dependents is three
even if the actual number is higher.
5. Average number of dependents: 0.56 from January 1%, 2024
6. Average premium for Categories 4-5 insured persons: Fully
subsidized by the government, the premium was raised to
NT$2,237 (from NT$2,160) from January 1%, 2025.
7. Average premium for Category 6 insured persons:
Raised to NT$1,377 (from NT$1,249) from January 1%,
2021. With the government contributing 40%, each
insured shall pay 60%, or NT$826 (up from NT$749
previously).

INSURANCE
POLICY
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Table 2-4 NHI Premium Contribution Ratios
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Universal Coverage and Financial Sustainability

BiRIE (%)
Contribution Ratios (%)
REEHRIER
Classification of the Insured
Insurance
Applicant Government
ABAR FARESE @ | 78 .
Civil servants Insured and dependents
NBAE - SEREA .
e " AARER
Public office holders, volunteer military Insured and dependents 30 70 0
personnel
AT B A S AARER w | @ -
Private school faculty and staff Insured and dependents
N REBX BBESE-TEEINR
s | @S AAREE o | e -
Category 1 | Employees of public/private Insured and dependents
enterprises and organizations
Employers Insured and dependents
self-employed Insured and dependents
%SZH%%ﬁi%mﬁiigﬂ%ﬁ AARER 100 0 0
P prot Insured and dependents
technical specialists
BETEEE AAREE = | @ .
| Occupational union members Insured and dependents
Category 2 SMEME BANLER 60 0 40
Foreign crew members Insured and dependents
= ER AR
£=E o o T , ANREB
Category 3 Memperg of farmers’ and fishermen’s Insured and dependents 30 0 70
associations
EHREA 2N
Military conscripts Insured 0 0 100
BEREEL  ENES
Military academy students who KA
s receive grants frqm the government, [y 0 0 100
Cat N 4 dependents of military personnel on
ategory pensions
BRAGS AA . . -
Substitute service draftees Insured
B HBAKAA AA 0 0 100
Inmates in correctional facilities Insured
BHE | EBAF REHE 3 g -
Category 5 | Low-income households Household members
BE - BRBERERE AN o 0 100
B Veterans, household representatives rE
/\A R
Catoonle of survivors of veterans Dependents 30 0 70
B A0 EANLESE 60 0 40
Other individuals Insured and dependents
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202511 HRELHELR (K2-5) - F1 REBANKRERESEBH2025F1B1HER2E
WRBANZRSEE > ARREMN (BE) 8,5907T °

E—484RTE1,2005T 1 28,590 Leszft’ﬁg%;sgo
Bracket 1 NT$1,200 :
2 28,800 28,591~28,800
3 30,300 28,801~30,300
g 4 31,800 30,301~31,800
Bracket 2 NT$ 1500 5 33,300 31,801~33,300
6 34,800 33,301~34,800
7 36,300 34,801~36,300
8 38,200 36,301~38,200
- 9 40,100 38,201~40,100
Bracket 3 NT$1.900 10 42,000 40,101~42,000
11 43,900 42,001~43,900
12 45,800 43,901~45,800
13 48,200 45,801~48,200
ey 14 50,600 48,201~50,600
Bracket 4 NT$2.400 15 53,000 50,601~53,000
16 55,400 53,001~55,400
17 57,800 55,401~57,800
18 60,800 57,801~60,800
T — 19 63,800 60,801~63,800
Bracket 5 NT$3.000 20 66,800 63,801~66,800
21 69,800 66,801~69,800
22 72,800 69,801~72,800
23 76,500 72,801~76,500
EABARTES, 7007T 24 80,200 76,501~80,200
Bracket 6 NT$3,700 25 83,900 80,201~83,900
26 87,600 83,901~87,600
27 92,100 87,601~92,100
Dy y— 28 96,600 92,101~96,600
Bracke! 7 NTSA 500 29 101,100 96,601~101,100
30 105,600 101,101~105,600
31 110,100 105,601~110,100



When it comes to the premium ratable
wages of Categories 1-3 insured, the MOHW is
responsible for setting a table of payroll brackets
and presenting it to the Executive Yuan for

2 \#H4KEE5,4007T
Bracket 8 NT$5,400

SEARARIEG,4007T
Bracket 9 NT$6,400

$+##% 57,500
Bracket 10 NT$7,500

$+—4E4KEES,7007T
Bracket 11 NT$8,700

S+ "##RFE10,0007T
Bracket 12 NT$10,000

32
33
34
35
36
37
38
39
40
41
42
43
44
45
46

48
49
50
51
52
53
54
55
56
57
58

59
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approval. The table in effect since January 1%,
2025 has 59 brackets (Table 2-5). The premium
ratable wages of Category 1 insured refer to the
payroll of employees, based on which group
insurance applicants (employers) pay premiums
according to the corresponding bracket in the
aforementioned table. Beginning on January 1%,

115,500 110,101~115,500
120,900 115,501~120,900
126,300 120,901~126,300
131,700 126,301~131,700
137,100 131,701~137,100
142,500 137,101~142,500
147,900 142,501~147,900
150,000 147,901~150,000
156,400 150,001~156,400
162,800 156,401~162,800
169,200 162,801~169,200
175,600 169,201~175,600
182,000 175,601~182,000
189,500 182,001~189,500
197,000 189,501~197,000
204,500 197,001~204,500
212,000 204,501~212,000
219,500 212,001~219,500
228,200 219,501~228,200
236,900 228,201~236,900
245,600 236,901~245,600
254,300 245,601~254,300
263,000 254,301~263,000
273,000 263,001~273,000
283,000 273,001~283,000
293,000 283,001~293,000
303,000 293,001~303,000
313,000 303,001

Above 303,001
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2025, the minimum premium ratable wage for
Category 2 insured with no particular employers
and the premium ratable wage for Category
3 insured—farmers and fishermen—are both
NT$28,590.

Calculation of Supplementary
Premiums

Second-generation NHI added supple-
mentary premiums to general premiums that
are collected on the basis of premium ratable
wages. Hitherto uncovered items—big bonuses,
part-time income, professional service income,

dividend income, interest income, and rental

ERAMHR MBKE
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income—are now included for calculating
supplementary premiums. It is hoped that the
expansion of NHI’'s premium base can move it
closer toward the goal of fair contribution (Chart
2-1) by having persons with equivalent incomes
pay similar premiums. Nevertheless, the insured
in low-income households are exempt from
paying supplementary premiums. Furthermore,
supplementary premiums are also collected on
the gap between the total salaries that employers
actually pay their employees each month and the
total monthly premium ratable wages adopted. In

2024, NHI supplementary premiums amounted to
around NT$71.50 billion, accounting for 8.9% of
all premium income for the year.

General
Premiums

Premiums for second-generation NHI = general premiums + supplementary premiums

Supplementary premiums are collected from Categories 1-4 and 6 insured

With Category 1 taken as an example, the individual contribution ratio is 30%.

Categories 1-3: Premium ratable wage X General premium rate X Contribution ratio
X (1 + Number of dependents)

The number of dependents is capped at 3 even if the actual number is higher.

Categories 4-6: Fixed premium

Big Professional Part-time
Supplementary bonuses service Income income x Supplementary
Premiums Dividend Interest Rental premium rate
income income income

Notes:1. From January 1%, 2021, general premium rate raised to 5.17% (from 4.69%) and the supplementary premium rate to
2.11% (from 1.91%).
2. Part-time income: Income other than wages paid by the group insurance applicants

Chart 2-1 Premiums for Second-Generation NHI
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1,260
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2,474 2,376

2,109

1,622
1,388

1,091 1,049

936

500 -265

-1,000 -

-55
-397

\ \ \ ] \ \ \ \ \ \ \ \ \ \ \ \ \
2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024

K Year end

* BIE2024F12AE - BERBEUARIR,622(27 + MRS RIREE78RIBRTEEFRBLUE3EARBANTHRRAZRE
¢ As of the end of December 2024, NHI recorded a cumulative surplus of NT$162.2 billion, a tally in compliance with Article 78 of
the National Health Insurance Act: the aggregate amount of the reserve fund shall be equal to the aggregate amount of benefit
payments in the most recent one to three months based on actuarial principles.

2010%4H
E%EH
4. 55% %
2517%
April 2010
® Premium
rate raised to
5.17% from
4.55%.
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2013F1 B —RIBZFRENE
s —RRBEEXRMA5.17%

AREE491%
s FIRIE R R E
(BEXR2%)

January 2013 Inception of

second-generation NHI

e General premium rate reduced
t0 4.91% from 5.17%.

* Collection of supplementary

premiums (at a rate of 2%) started.

201618

s —MRRERE XH4.91%

HEE469%

A IRRE ZH2%

AEE1.91%

January 2016

e General premium rate
reduced to 4.69% from
4.91%.

® Supplementary premium rate
reduced to 1.91% from 2%.

202114

s —RREEER4.69%
HEZE517%

* FARRERE1.91%
AEE211%

January 2021

e General premium rate
raised t0 5.17% from 4.69%.

* Supplementary premium
rate raised to 2.11% from
1.91%.



Balance of NHI Revenues and
Expenditures

The NHI system sustained its first annual
deficit in 1998. On a cumulative basis, it was
pushed into the red for the first time at the end
of March 2007. A premium rate increase from
April 2010 helped turn around NHI's outstanding
balance from February 2012. An even more
significant improvement in NHI finances (Chart
2-2) occurred when its second generation

ERBR HHKE 0 2
Universal Coverage and Financial Sustainability Chapter

version was launched in January 2013. An
expanded income base, thanks to the addition
of supplementary premiums and higher ratios
of government contribution, helped ease NHI's
financial burden. Medical expenditures, however,
continued to increase far faster than premium
income. Given a steadily widening deficit from
2017, the NHI premium rate was again raised
from January 2021. As of December 2024, NHI
recorded a cumulative surplus of NT$162.2
billion (Table 2-6).

3%2-6 ROSF 2 RIEFRABMBUIAN (EEER)

Table 2-6 NHI Revenues and Expenditures of the Past Five Years (Accrual Basis)

RBEUIA RBERRA RS2 RS2

NHI Revenues NHI Expenditures EERRR RETERRE

= - ) (fi5T)

&% (Ex) BEZ (%) £% (Ex) BEZ (%) Annual Cumulative
Amount Growth rate Amount Growth rate Balance Balance
(NT$100 5 (NT$100 5 (NT$100 (NT$100
o (%) o (%) o o

million) million) million) million)
2020 6,278 0.87 6,954 5.91 -676 1,091
2021 7,119 13.39 7,274 4.60 -155 936
2022 7,603 6.81 7,491 2.98 113 1,049
2023 8,110 6.66 7,771 3.74 339 1,388
2024 8,344 2.89 8,110 4.37 234 1,622

1995/3~

0024/12 140,852 - 139,231 - - 1,622

i 1L EREE20245 128
2RBBA =RBE +FHE + ESERFBA+ATESBR IR RBEIB RS+ EMMFRA —RIRRFE —F SEHR
SRBRA=RBAANEEER + AR
ABRDERNEEBINEAABR - BURBEIHBI<E - ABRETEVRIER °

Notes:1. Statistics as of December 2024.

2. NHI revenues = premiums + overdue charges + net investment income + contributions from public welfare lottery net
revenues and the tobacco health and welfare surcharge + other net revenues — provisions for bad debts — interest
expenses.

3. NHI expenditures = reimbursements of medical expenses + other insurance expenses.

4. Discrepancies between totals and accumulations of individual numbers caused by rounding.
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284 - BIEKEB16R - BHEBEFT211
R~ IAEFT29R « BEMSIFTOR ~ B
SEEFTBR KB R IKBEM7R  REHR
Al B R R R AT BB R

2024F B ANESEMLHE RE16.4

ﬁﬂﬂgﬁ?ﬁ PP~ BR - BERRREE - B R EHEEAFERAE14.8%  2EIBAE
EMNBRBERY - EERN  RRER £ ERHE21.33H °
#*3-1 EREFRIFOEERAR
Table 3-1 Number of NHI-Contracted Hospitals and Clinics B B

Unit:Number of Institutions

30

q:l%% T %D//\Fﬁ EIEQIK;E H:EQ_AFE
st | EEEERR | mERFT Chinese Chinese See
. .. o o Dental Dental
Total |Hospitals| Clinics Medicine Medicine . S
. . Hospitals| Clinics
Hospitals Clinics
2 E B TR
Total Medical 24,561 459 12,667 4 4,299 1 7,131
Institutions
FFR) BE B P 8L
Contracted Medical 22,352 459 10,901 4 4,024 1 6,963
Institutions
Percentage of 91.01% 100% 86.06% 100% 93.60% 100% 97.64%
Contracted Institutions

EREFE - 20245128318 ©
Data time: December 31%, 2024
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| Comprehensive Benefits and Convenient Access

Scope of Benefits

In case of illness, accident, or childbirth, the
insured can receive healthcare at contracted
medical institutions with their NHI cards,
including hospitals, clinics, pharmacies, and
medical laboratories.

Currently, the NHI offers the following
healthcare services: outpatient care,
hospitalization, Traditional Chinese Medicine
(TCM), dentistry, childbirth, rehabilitation, home
care, and chronic psychiatric rehabilitation. The
scope of medical payments under NHI includes
diagnosis and treatment, examination, testing,
surgery, anesthesia, drugs, medial devices,
therapy, nursing, and insured beds. It can be
said that all necessary diagnostic and treatment
services are within the scope of NHI.

Convenient Access to
Healthcare

Under the NHI system, members of the public
can choose to receive appropriate healthcare
services at contracted hospitals, clinics,
pharmacies, and medical testing laboratories.
Even when people are overseas and encounter
an emergency illness, injury, or childbirth,
and require immediate care at a local medical
institution, they can apply for reimbursement
of their self-paid overseas medical expenses
within 6 months of the date of emergency care,
outpatient treatment, or hospital discharge.
The reimbursed expenses may not exceed the
average expenses paid to domestic contracted
hospitals and clinics in the preceding quarter.

As of the end of December 2024, there were
a total of 22,352 NHI contracted hospitals and
clinics, accounting for 91.01% of all hospitals
and clinics nationwide (Table 3-1). There were
also 7,649 contracted pharmacies, 741 home
care institutions, 284 psychiatric rehabilitation
institutions, 16 midwifery institutions, 211
medical testing institutions, 29 physical therapy
clinics, 9 medical radiological test institutions,
8 occupational therapy clinics, and 17 home
respiratory care institutions. The insured can
freely choose the hospital or clinic at which they
wish to receive healthcare services.

In 2024, the average number of per capita
outpatient visits was 16.4, the average number of
hospitalizations per 100 persons was 14.8, and
the average number of days of hospitalization
per capita was 1.33 days.
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Grand Family Physician
Integrated Care System
implements integrated care
service

To ensure that people can receive
continuous, comprehensive healthcare nearby,
the “NHI Family Physician Plan” introduced
in March 2003 allows five or more contracted
medicine clinics in the same area to join a
community hospital to form a community
healthcare group. As long as people take a
physician at a primary care clinic near their
home as a family doctor, they can easily obtain
first-line healthcare. Family doctors can provide
professional preventive care counseling,
establish comprehensive medical data on their
patients, and provide 24-hour healthcare service
hotlines. If a patient's condition requires further
examination, surgery, or hospitalization, a family
doctor can give a referral, reducing the time and
expense spent on seeking a doctor.

In the future, the Grand Family Physician
Plan will be expanded mainly as follows:
expanding service coverage, digitalized tracking
and management, adjusting the payment
system, and enhancing healthcare quality. This
will establish a comprehensive platform for family
medicine, thereby achieving the goal of holistic
and lifelong healthcare for all individuals.

Since 2024, the Family Physician Plan
has focused on strengthening participating
physicians’disease management and care
capabilities for diabetes and early-stage chronic
kidney disease. As of the end of December
2024, a total of 522 community healthcare groups
had been set up for operation. They comprised
5,544 primary care clinics and 7,949 physicians,

faftsc® sEEF
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translating into participation rates of 51.6% and
44.7% respectively. More than six million people
benefit from these community healthcare groups.

Starting from August 27", 2024, the “Holistic
and Community Care Program of NHI Regional
District Hospitals” was launched. By integrating
hospitals’ medical and human resources,
patients with the three highs (hypertension,
hyperglycemia, and hyperlipidemia) can receive
comprehensive and integrated medical care at
the hospitals they most frequently visit (including
preventive health services, cancer screening,
vaccination, disease treatment, related laboratory
tests/examinations, 24-hour consultation, and
lifestyle counseling) to delay the onset of severe
chronic diseases. In 2024, a total of 127 district
hospitals and 471 physicians participated, with
45,655 patients enrolled.

Home Health Care Integration
Program and NHI Medicare
Telemedicine Improve the
Accessibility of Medical
Resources

Since 1995, home health care services
have been available for disabled, chronically
mentally ill, ventilator-dependent, terminally ill,
and hospice patients. In order to improve the
fragmented service models of different types
of home care, the NHIA integrated three types
of services, including general home care,
respiratory home care, and hospice care, as
the “Home Health Care Integration Program”
in February 2016. The goal of the program is
to expand the types of people who receive
the services, strengthen case management
mechanisms and promote cooperative team
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care in the community. This program also calls
for the horizontal integration of various types of
medical personnel and the vertical integration of
upstream and downstream hospitals and clinics,
and seeks to provide comprehensive patient-
centered medical services.

Starting from June 2019, the program has
expanded its scope and started to include
services provided by Chinese medicine
physicians, and pharmacists. At the same
time, the responsibility of home care doctors
has been further emphasized. The home care
doctor is responsible for evaluating a patient’s
overall needs for home care, and requesting
services provided by other medical personnel,
such as Chinese medicine physicians, nurses,
and respiratory therapists, when necessary.
As of December 2024, a total of 3,436 medical
institutions had organized 232 teams to provide
care to 88,000 persons.

To provide services for disabled patients with
acute infections with alternative hospitalization,
the NHIA launched a pilot program of home
care for acute symptoms in 2024. Medical staff
administer antibiotic treatment to patients in their
homes or care facilities. In addition, with the
implementation of the NHI virtual card and the
announcement of regulations on telemedicine,
on-site visits can be replaced by telemedicine,
increasing the efficiency of medical treatment.
Promotion of home health care and home care for
acute symptoms will be continued by the NHIA,
enabling patients to return to their community
lives. As of December 2024, a total of 746
medical institutions had organized 167 teams to
provide care to 1,290 persons.

A Medicare Telemedicine Benefit Plan was
launched on December 29", 2020, ensuring

faftsc® sEEF
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access to medical resources in mountainous
regions, offshore islands, and remote regions.
With B to B (doctors to doctors), the Plan
provides services to those in urgent need of
video consultations for certain specialties, as
well as emergency teleconsultations (not limited
to any specialty), so rural outpatient clinics are
more accessible. To continuously improve the
accessibility of specialized medical care for
people in remote areas, starting from August
2025, specialist teleconsultations will be available
without restrictions on the type of specialty.
Additionally, through the NHI MediCloud System,
people seeking care can also add their NHI
virtual cards, which provide doctors with easy
access to medical records and information for
diagnosis.

The Ministry of Health and Welfare (MOHW)
issued revised “ Regulations of Medical Diagnosis
and Treatment by Telecommunications” on
January 22" 2024, which took effect on
July 1%, 2024. According to Article 21 of the
Regulations of Medical Diagnosis and Treatment
by Telecommunications, for patients who are
NHI beneficiaries and receive telemedicine
services, their insurance benefits shall be
provided in accordance with the National Health
Insurance Act and its related regulations.
To balance patient safety with healthcare
accessibility, the National Health Insurance
Administration (NHIA) plans to gradually include
telemedicine in health insurance coverage
through special programs, starting with low-
risk and controllable medical care models. The
first phase focuses on tele-expertise in remote
areas, regional joint defense, and correctional
institutions, with teleconsultations limited to
health education counseling (such as the Grand
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Family Physician Plan and Peritoneal Dialysis
Promotion Program). The second phase will
expand to allow telemedicine for patients who
enrolled in the Acute Care at Home Program.
Additionally, if current medical services in
correctional institutions cannot meet inmates’
needs, to relax the restrictions on specialist
consultations to include all specialty through
teleconsultations, telemedicine outpatient clinics
may be established (limited to dermatology and
psychiatry). The NHIA will continue to review
programs and policies related to tele-expertise
and teleconsultations, and consider expanding
to other groups with physical access difficulties
to healthcare based on implementation
effectiveness.

Pay-for-Performance Plans

NHI’s pay-for-performance plans rely
on adjustment of hospital and clinic medical
expense payments to provide appropriate
incentives for medical care providers to offer
comprehensive care. Healthcare quality and
effectiveness are also taken as a basis for
payments. Since October 2001, the NHIA has
phased in five pay-for-performance plans for
cervical cancer, breast cancer, tuberculosis,
diabetes, and asthma.

The cervical cancer management program
was transferred to the Health Promotion
Administration (HPA) in 2006, and that same
year a pay-for-performance plan for hypertension
treated at medicine clinics was initiated. In 2007,
hospitals became eligible to treat hypertension
under the plan, and in 2008, pay-for-performance
for the treatment of tuberculosis was included
in the NHI fee schedule. Two additional pay-for-
performance plans were implemented in January
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2010: for schizophrenia and for persons with
HBV and HCV. In January 2011, another plan
was introduced for patients with early-stage
chronic kidney disease. This was followed by
the inclusion of a pay-for-performance plan for
early-stage chronic kidney disease in the NHI fee
schedule in April 2016.

In 2015, the management of the pay-for-
performance program covering full-course
maternal care for pregnant women returned to
NHIA from the MOHW’s Medical Development
Fund. A pay-for-performance plan for treatment
of development retardation was added in
October of the same year, followed by that for
chronic obstructive pulmonary disease in 2017.
In 2019, the NHIA launched the program to
improve hospital medication safety and quality.

Patients enrolling in the hypertension plan
usually also suffer from concomitant diabetes
and chronic kidney disease. Since 2013, these
conditions have been removed from the list of
independent items and included in other pay-
for performance plans to consolidate care
services. Implementation of the diabetes pay-for-
performance plan has yielded favorable results,
and the plan was included in fee schedules and
implemented on a full scale in October 2012,
Taking into consideration the multiple common
risk factors between diabetes and early-stage
chronic kidney disease, the care groups often
overlap or have a causal relationship. Beginning
on March 1% 2022, the plan for “Diabetes
Combined with Early-Stage Chronic Kidney
Disease” was implemented to encourage
healthcare institutions to form inter-disciplinary
care teams to provide services. The care rates
of each plan in recent years are shown in Table
3-2.
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Table 3-2 Percentage of Patients Treated Under NHI-Pay-for-Performance Plans

e
7’;?;2“ 2005 2006 ‘ 2007 2008 2009
S
Asthma 325 34.8 35.2 1.3 31.6
¥EFR 7%
Diabetes 23.5 23.2 24.7 26.3 27.6
HE%m BARE
Tuberculosis e el 918 | |ntroduce fee schedule )
FLiE
Breast cancer 12.1 13.0 13.6 14.6 145
e = 2EEFM 9.3
= M B2 REE , :
Hyper-tension Not yet implemented LIt altep\)/r;ngagy CEIE | (889 B 2.7
Schizophrenia Not yet implemented
BELCEIT 4 MR -
Hepatitis B/ Hepatitis C mANE
AT Not yet implemented
Early-stage chronic kidney Not vet imfl\emented
disease Y P
FEFEIZEE CEN=ii
Full-course maternity care Not yet implemented
BHIEE N
Treatment of development AN
e Not yet implemented
1814 BB 28 14 i NP
Chronic obstructive Not ezéji?niiﬁrﬁente d
pulmonary disease y P
¥ER R & H AR IS B R _
Diabetes combined with AR E
early -stage chronic kidney Not yet implemented
disease
=2 BB AEB2006FENREREERBHM - 2007FARAEERR - HREXAREREBDMNLER - 2RBEXTHREN - X

RBABEHLZERR @ GUIERR  BUERRS  dCRBUIIRAIERSSIFHERM - B2013F B L5 - IR
FRE2017F4R Bl - R HDBIEIEERRREE 202263 EHE) - BUERB MM BN BRER < BREZBRERRBAH

BN ERRREABMATIG -
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Bfr % Unit%

2017 | 2018 | 2019 | 2020 | 2021 | 2022

470 | 455 | 393 | 375 | 419 | 360 | 282 | 295 | 351 | 356 | 383 | 411 38.6 | 38.1 36.7

293 | 314 | 339 | 351 419 | 411 434 | 479 | 513 | 554 | 58.0 | 59.9 | 609 | 624 | 640

14.6 13.7 13.4 13.1 10.9 10.6 9.7 8.2 7.7 7.3 7.1 7.0 7.0 6.1 5.8

A

2.6 2.9 1.4 Note

40.7 | 46.9 | 51.2 | 522 | 59.1 620 | 639 | 682 | 69.2 | 673 | 66.4 | 67.1 593 | 61.6 | 62.1

9.8 194 | 26.1 306 | 372 | 326 | 353 | 36.6 | 399 | 415 | 415 | 424 | 43,6 | 464 | 48.1

202 | 264 | 321 26.7 | 385 | 42.1 418 | 30.0 | 309 | 335 | 342 | 350 | 36.4 | 381

HEERNEEERRESTE

Paid by MOHW's developmental fund 293 | 295 | 323 | 334 | 333 | 340 | 299 | 213 | 31.7 | 333

EENY

Not yet implemented 15.3 14.9 13.2 11.5 11.0 13.2 7.3 13.6 13.0

HAER

. 243 | 385 | 354 | 403 | 456 | 483 | 445 | 422
Not yet implemented

PRS-V

Not yet implemented 108 2ze S0l

Note: The hypertension plan was first implemented on a trial basis at the primary care level in 2006, and expanded to hospitals in
2007. Because of the plan's coverage of both primary care clinics and hospitals, the care rate displays a decreasing trend.
As hypertension is commonly accompanied by diabetes and chronic kidney disease among others, trial implementation of the
hypertension plan was ended in 2013 and tracking of hypertension cases under an individual plan was discontinued. The chronic
obstructive pulmonary disease plan was implemented in April 2017, and the plan for "Diabetes Combined with Early-Stage Chronic
Kidney Disease" was launched in March 2022. The care rate for diabetes and early-stage chronic kidney disease will include the
care number of "diabetes combined with early-stage chronic kidney disease" plan.

39



40

ERERFRETH

National Health Insurance
Annual Report
2025-2026

BoRIE ERHECE
2REFERRTDSENRARHBRR
HEEBN—B  RRBRRRERBACIM
2R% - RALIERERRRER - ST
EHITEREMNARE - GFE  FI- 222
HAORBDARESNR - RFFHELIEERRE
BRI - (N E B AR REATS A -

RBBERZNREIEHDATHE - id
— S REIFERBEDE R %EEP/D\
SRER - OBPIRELRIDEHER T RED |
K TEY  MERTEI - RRERKCEDEXR
ZIEER0 - RSB  EERE - ey
HEESHIED RIE - FE - READBR—1EsT
WE0TT ° b - RRBEIRE - NEEEEE—
SRR RIZANWEREDEIE - F—FiEPE
HE2RU ERERDE AR (FPF %’E%ﬁ &

MIEHERIN) RBERaE BT
REOTTHIE D BIEER @)‘Lijﬂﬁﬁ ‘

i~ |t EE S RS LM SR RERE
B BRBEDEE -

2023F7HHE » FHE %Bé}:éjf’é& S5
DEIE R b DAREERR - BERORINER
PDEETER ﬁ:éﬁuﬂm:éﬁj:lﬁ A
] ﬁﬁgﬁfﬁ L5 — XA L B — A% U EER
TRDUE B ML REBI AR
%ﬁ%&{%ﬁﬁ%iﬂ » BEDAT » PERRATS &
BERNHE - 2280 REBIFFEIEGRIRD
FZ 0 IUERE D ERTERE » B ERAT
BARRIBEER D BIE  KARAERERREBHE=
BIERA © P12 » 22 REERED aiEaR3-3
FR35-

AN REEERRZ M EFRENRER
HHABIEBRHAEE20% » BERBECER
DEEERRRAFRERK10% TR A5% » LEE

BRIz E MM BN KRR -



Copayment and the User-Pays
Principle

NHI copayments are designed to be an
important link in the social insurance system.
They are also intended to stop the insured from
thinking that the payment of NHI premiums
entitles them to use health insurance resources
without restraint. Copayments are not meant
to prevent persons from receiving care that
they truly need. Outpatient and emergency
care copayments have been adjusted several
times since the introduction of NHI, and these
adjustments have simultaneously sought to guide
the utilization of medical resources and ensure
that hospitals and clinics at different levels carry
out their respective duties.

The NHIA is keen to encourage people to
seek care at clinics when suffering from minor
illnesses. Only when there is need for further
examination or treatment should they secure a
referral to a larger institution such as a regional
hospital or medical center. On July 15", 2005,
the NHIA thus introduced a system under which
patients’ copayments stay low when they comply
with referral procedures while adjusting basic
outpatient copayments accordingly at the same
time. As such, the basic medicine outpatient
copayment is calculated on the basis of either
“no referral” or “referral.” If people seek care at
a medical center, regional hospital, or district
hospital without obtaining a referral, they must
pay a higher copayment. However, dental
care and TCM incur a fixed NT$50 copayment
regardless of the level of care. In addition, if
the cost of drugs exceeds a certain amount,
patients must pay an additional drug copayment.
When patients need to undergo two or more
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rehabilitation or physical therapy sessions
(apart from moderate complex and complex
items), or TCM trauma treatment, in the same
course of treatment, a copayment of NT$50
must be paid for each session. Copayments are
waived, however, in case of major iliness/injury
or childbirth, care in mountainous regions or on
offshore islands, and other cases meeting NHIA
requirements.

In July 2023, the copayment for OPD
medication and emergency care was increased.
To further tiered healthcare, a higher limit for
medical centers and regional hospitals is set.
Additionally, for the first dispensation of chronic
disease prescriptions issued by hospitals,
copayments will be charged for general
medications. From the second dispensation
onwards, copayments will be waived. In order
to promote tiered medical care and protect
vulnerable populations, there will be no
adjustments for primary clinics, middle and low
income individuals and persons with disabilities.
Regarding emergency department copayments,
in order to streamline operations and reduce
disputes, copayments will be based on the level
of the treating hospital, with the aim of reserving
resources in large hospitals for critically ill
patients. The copayments for outpatient and
inpatient services are detailed in Tables 3-3 to
3-5.

In addition, the copayments of patients
seeking care in areas lacking medical resources
are given a 20% discount; their home care
copayment rate is also reduced from 10% to
5%. Such measures certainly benefit areas with
shortages of medical resources and people who
cannot easily travel to other places for medical
attention.
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*3-3 ERERMZEABS,EREIZHIRIE
Table 3-3 NHI Copayments for Outpatient Visits and Emergencies B HEBTT
Unit: NT$
R EREREIE SR EIE
Category Basic Copayment Copayment for Emergencies
FEEPT, {EWNF / SpERAE
BE[= B4R Medicine Outpatient Care e ez |/ FOERE (533-4)
TVoes TE Traditional General Low-income household /
of Ing?itution PR FRi&ugz, | Dentistry | Chinese population Near-poor household /
With Without Medicine Persons with disabilities
Referral Referral (note 3-4)
B2
Medical Centers 170 420 50 50 750 550
E 1 B e
Regional 100 240 50 50 400 300
Hospitals
ith (68 B e
District Hospitals < <t <t < 150 =
il
Clini 50 50 50 50 150 150
INICS

F1LER (BUEERER) B FIPRBERARERER 2RO BRERBED B REEEE50TT
HEDERER —EARRAMNRZEZ  FIR TR « S2FR - LEHRRAANNERBE HHRK0ARE—REZ
RRAEY - SHELFIERLRBER -
3. TEWAR J BN EMENFRECERAPKE : "THEKRAE  BERALEREBIEREZPERAP RFGEAZN2RE
EERRENSEERBEBMERECER TTRTPERAZA | "HLUERE | BEEHEREERBERI S O EHEIRE -
AERAFEBTREZER  REHPREREEHE ML -

Notes: 1. Regardless of the level of medical institutions, all persons bearing proof of physical and mental disability must pay a
basic copayment fixed at the clinic-level fee of NT$50 for outpatient care.

2. Outpatients with a referral with not more than 4 follow-up visits within one month of seeking medical attention and the first
follow-up visit after outpatient or emergency surgery, within 6 weeks of hospital discharge after giving birth, or within 30
days after hospital discharge, shall be considered to have a referral, and hospitals shall provide patients with proof.

3. "Low-income individuals" refer to those who qualify as low-income households under social assistance regulations.
"Near-poor individuals" refer to those who qualify as near-poor households under social assistance regulations and
elderly individuals over the age of 70 who qualify for subsidies for the elderly who are unable to bear NHI expenses.
"Persons with disabilities" refer to individuals who hold a disability certificate issued by the competent social welfare
authority.

4. The expenses that low-income households need to
bear shall be subsidized by the central competent
social welfare authority according to the law.
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Table 3-4 Copayment rates for medication B =BT
Unit: NT$

EB{TE#EER Copayment
REBA | mRaEEmEQ/ eERR/ hE E—

Medication fees Clinic/ District Hospital/
Traditional Chinese Medicine

Medical Center/ Regional Hospital

1O - . 0T BWAR / REKRAE / S0ERE (1 ) -
. 07T (NT$) Low-income household (Note 1)/ Near—pior household/ Persons with disabilities NT$0
107T (NT$)
101~ 2007T (NT$) 207T (NT$) 207T (NT$)
201 ~ 3007 (NT$) 407T (NT$) 407T (NT$)
301 ~ 4007t (NT$) 60T (NTS) 607T (NT$)
401 ~ 5007t (NT$) 807T (NT$) 807T (NTS$)
501 ~ 6003T (NT$) 1007T (NT$) 1007T (NT$)
601 ~ 7007T (NT$) 1207T (NT$) 1207T (NT$)
701 ~ 8007T (NT$) 1407T (NT$) 1407T (NT$)
801~ 9007T (NT$) 1607T (NTS$) 1607T (NTS$)
901 ~1,0007T (NT$) 1807T (NT$) 1807T (NT$)
1,001 ~1,1007T (NT$) 2007t (NT$)
1,101 ~1,2007% (NT$) 2207 (NT$) 3
1,201 ~1,3007% (NT$) 2405T (NT$) e \
1,301 ~1.4003% (NTS) 2007% (NT$) 2607% (NTS) .1554517\}5 (32) /HEKAE / S OEEE
Low-income household (Note 2) / Near-poor household/
1,401 ~1,5007¢ (NT$) 2807T (NT$) Persons with disabilities NT$200
Ve r{fé 501 S5 (NI

(=) REHREERAZBMHREERSERAL (RE_+NA\RML)  E—XFABEUEGRBIEBHRERERRE—REQERMT
EETaECFDERER -
(Z) TABEFz—% » REBTEEZMDERER
1B T BERRE -
2 EZ2RERRBRERREANIEB R RER EWRLISTEE B R -
SEWAF ~ FEBAZE RS OERESFEEREER A ERE (REZ+N\RMLE) -
AFMEEAEEREMNPEPIZFACEBEREER S ERE (RE-+N\RRLE) -
5 BRI BIEREER T ES RNNBEZ AR (FFE_+1\RKMULE) -
1L TEBAR L IBANEREIEREZBBAFKE © THEBAE ) BREEERENIERECPEBALRFEEASNERER
REENHEEERHBINIREZFERCTEPEBAZA » "THOEEE | BEEHREEREARS 5 O EEERE -
2EMAFEETEEZER  (OEHPRMFEEHEIFHED -
SHMREHRPIZEETEECER @ (KIRITHEEIE -

1. For insured individuals who obtain chronic disease prescriptions from hospitals with a duration of 28 days or more, outpatient medication expenses
that need to be paid by themselves shall include the medication expenses for chronic disease and general medications incurred during the first
dispensation.

2. The following situations are exempted from calculating outpatient medication expenses that need to be paid by the insured individuals:

a) Receiving dental services.

b) Receiving services covered by the NHI medical service payment items and payment standards for specific cases.

c) Low-income households, near-poor and low-income individuals, and persons with disabilities obtaining chronic disease prescriptions with a
duration of 28 days or more.

d) Obtaining chronic disease prescriptions from primary medicine clinics and TCM clinics with a duration of 28 days or more.

e) Second and third dispensing of chronic disease prescriptions from hospitals with a duration of 28 days or more.

Notes: 1. "Low-income households" refer to members who meet the criteria of low-income households as defined by social assistance regulations.
"Near-poor and low-income individuals" refer to those who qualify as near-poor and low-income households under social assistance
regulations and elderly individuals over the age of 70 who qualify for subsidies for the elderly who are unable to bear NHI expenses.
"Persons with disabilities" refer to individuals who hold a disability certificate issued by the competent social welfare authority.

2. The expenses that low-income households need to bear shall be subsidized by the central competent social welfare authority according to
the law.
3. Outpatient expenses for other insured individuals shall be paid by themselves according to current regulations.
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Service) IHAZE A » HRITIEER
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ERERRE  HBERETERE -

=it BRESZEEMITERZRGIE
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&3-5 EREREIRBIEE

Table 3-5 Copayment Rates for Inpatient Care

BAEELEE (%)
Copayment Rates

=MmE ) 30HA 31~60H 618 E
Acute 30 days or less 31-60 days 61 days or more

BMHEE 30HA 31~90H 91~180H 181HM L

Chronic 30 days or less 31-90 days 91-180 days 181 days or more

& REARAIERA S 2026 LR —FRm @R LR %51,0000T - 24 R5HER LR%A86,0007T °
Note: In accordance with the MOHW's announcement, the copayment for each hospitalization for the same condition was

capped at NT$51,000 in 2025; the annual limit of hospitalization copayments was NT$86,000.

Diversified Payments

NHI's payment system relies on a third-party
payment mechanism, and the NHIA pays the
medical expenses of persons seeking care to
hospitals and clinics on the basis of the NHI fee
schedule. The design of the healthcare payment
system plays an important role in achieving an
effective, efficient, and equitable NHI system.

After the NHI system was initiated, it sought
to quickly integrate the existing civil service,
labor, and farmers’ insurance systems. The fee-
for-service approach was adopted as the major
payment system. With the government employee
and labor insurance fee schedule as the basis,
revisions were made in accordance with the
recommendations of medical groups alongside
adjustments to the scope of insurance payments.
However, this system fostered the unchecked
growth of medical expenses and thus had a
negative impact on healthcare quality.

Accordingly, the NHIA has taken its lead from
leading countries in designing different payment
methods based on the characteristics of various
types of medical care. For instance, the NHIA

has implemented the global budget payment
system across the board since July 2002 while
simultaneously employing different revised
payment strategies, such as case payment and
pay-for performance (P4P), to change treatment
behavior. In addition, the Integrated Delivery
System (IDS) implemented by the NHIA in
mountainous regions and on offshore islands, the
Remote Area Integrated Holistic Implementation
Plan and the “NHI Family Physician Plan,” have
enhanced integration of medical service systems.
Under the P4P plan, hospitals and clinics get
paid based on their care quality and outcomes.
To further enhance patient health and medical
efficiency, the Taiwan Diagnosis Related Groups
(Tw-DRGs) program was launched on January
1%, 2010. The second stage of this program went
into effect on July 1%, 2014.

Global Budget Payment System

The NHIA started to phase in global budget
payments for dentistry, TCM, medicine primary
care, and hospitals in 1998 before implementing
the system across the board in 2002 in a bid to
deliver efficient, high-quality medical care by
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FEBFANER RERIVFERKS RKERARERE RRIENFER
ME - BHEERE ERR ETEbGk BRI EEFRL HIERRKREBE EXASER
REERK6ER TEREBENRN  HBE RERIER X  SIEZERMANR  The premiumrate
BIBER] HEE - & FIEBRAAREL REREBXES B THUXFERE  isthenannounced
FBHRRRER | HORIRN BREE =R HArsRZ i El e
TEBRIXE WEE The NHIA submits ZEE

The competent
authority determines
the global budget for
the year six months

The National Health
Insurance Committee
determines the global
budget within the

the premium rate for
review one month
after the National
Health Insurance

The National Health
Insurance Committee
must complete review
of the premium rate

before the start of the scope approved by the ~ Committee has set needed to balance RAZHAL =
year, and the global Executive Yuan and the global budget. accrued revenues and %%E;H:H gg?ﬁ@
budget is approved its allocation through expenditures for the ‘g’\— = E_
by the Executive Yuan negotiations within three year in accordance %}ﬁiﬁﬁﬂlﬁm‘i
after consultation with months before the start with the global budget EBRAE

the National Health
Insurance Committee.

FEFHR6E AR

Six months before
the fiscal year begins

E3-1

Chart 3-1

of the year. The global
budget is then sent to
competent authority for
approval.

FEFRHR3MERR

Three months before
the fiscal year begins

REEFHR2(E AR

Two months before
the fiscal year begins

EREAEREBREREMBRE
NHI Global Budget Drafting Procedures

it has set within one
month before the start
of the year.

REEFHAVERR

One month before
the fiscal year begins

When review cannot
be completed

within the allotted
time, the competent
authority shall directly
announce the
premium rate after
reporting it to the
Executive Yuan for
approval.

5.642 %

[a]
]
RF

© % Unit: %

6.000%

5.237 %

5.500 %

5.500%
4.912 %

4.711 %

4.700 %

5.000%

4.417 %

2018 2019

4107 %

I 3.320 % 3.323 % B

2021 2022 2023 2024 2025

4.500%

4.000%

3.500%

3.000%

2.500%

2020

2.000%
2016 2017
ERRR AR EREERREEE SR EREERBRERIITRS
Source: National Health Insurance Service Implementation Report, Meeting of the National Health Insurance Committee,
Ministry of Health and Welfare.

E3-2 EtE2REAREHERRE

Chart 3-2 Growth Rate of Annual Global Budget Over the Past Ten Years
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Table 3-6 Annual Negotiated Growth Rate of Global Budget Over the Past Ten Years

HeERERFT

Global Budget
Sector

B2

4.912 5.642 4.711 4.417
Overall

BAL % Unit: %

5.237 4.107 3.320 3.323 4.700 5.500

FEMP
Outpatient 3.463 3.246 4.001 3.433
Dentistry

3.876 3.055 2.756 2.588 2.436 4.679

FREEFIS
Outpatient
Traditional 3.927 4.066 3.699 4.429

Chinese
Medicine

5.393 4.306 4.208 4.344 4.221 5.274

FIEEE
Primary Care 4.274 5.157 4.053 4.067
Medicine

4.401 3.552 2.744 3.008 3.757 5.500

B

. 5.672 6.021 4.800 4.428
Hospitals

5.438 4.382 3.504 3.663 4.700 5.500

drawing on NHI’s limited resources. NHI's global
budget drafting procedures are shown in Chart
3-1, the growth rates of negotiated total budgets
over the years are shown in Chart 3-2, and the
growth rates of such negotiated totals by sector
over the past ten years are shown in Table 3-6.

To maintain the quality and scope of care
available at medical institutions under the
global budget payment system, the NHIA has
also implemented quality assurance programs
for global budget sectors when negotiating
global medical expense budgets. These quality
assurance programs include medical care
quality satisfaction surveys, mechanisms for

handling complaints and violation reports, and
insured care accessibility monitoring. The NHIA
has also drafted clinical diagnostic and treatment
guidelines for medical care quality, compiled
standards for professional review and medical
records, established a hospital and clinic
assistance system, and established medical
care quality indicators. To ensure information
disclosure transparency, the NHIA has also
posted medical care quality information on its
website for the reference of hospitals and clinics
in further improving healthcare quality.
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Revision of the Fee Schedule

Since the inception of NHI, the NHIA has
continually added diagnostic and treatment items
that reflect advances in medical technologies
and meet clinical needs, fostering balanced
development of medical care and giving local
people access to the latest medical technologies.
As of December 2024, the fee schedule covered
a total of 4,872 diagnostic and treatment items
after a cumulative 125 adjustments from 2004
to 2024. Separately, changes have been made
to payment for a total of 3,389 diagnostic and
treatment items since the launch of NHI.

To encourage hospitals to prioritize and hire
more nursing personnel, the NHIA initiated the
NHI Hospital Nursing Care Quality Improvement
Program in 2009. As of 2014, this program had
allocated NT$9.165 billion to encourage hospitals
to hire more nursing staff and to improve nurse
retention by increasing pay for night shifts. In
2015, an additional NT$2 billion was set aside for
adjusting hospital nursing fee. These measures
have increased payment points and eased the
burden on nursing personnel through linkage
of payments and the nurse- to-patient ratio. The
NHIA has used budgetary funds to adjust nursing
fee on an annual basis: provision of NT$1.8
billion in 2016 to adjust nursing fees for all types
of patients, NT$198 million in 2017 to adjust
hospital nursing fees at district hospitals, NT$372
million to improve critical nursing care quality
and NT$614 million to adjust nurse-to-patient
ratio based fee standards in 2018, and NT$475
million in 2019 to increase hospital nursing fees
for acute general beds (include psychiatric
beds). In 2020, approximately NT$1.614 billion
was provided to increase nursing fees for various
types of beds (apart from chronic beds), and
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nursing fees for isolation beds were increased
by 27.65%. In 2021, around NT$1.5 billion
was earmarked to support the nursing fees
for intensive care unit beds in hospitals at the
regional hospitals and higher level hospitals, at
a rate of NT$1 per point. In 2022, some NT$3
billion was set aside to sustain a 30% increase
in the payment for the first day of hospital
nursing fees and ensure that the nursing fees
for intensive care unit beds in regional hospitals
and higher-level hospitals, as well as acute
general beds (including psychiatric beds) in
district hospitals, are covered at NT$1 per point.
In 2022, another NT$300 million was allocated
for the implementation of a pilot program for skill-
mixed care model during hospitalization. Starting
from May 1%, 2025, nursing care fees for acute
general beds (including psychiatric bed) will be
increased by 12% to 16%.
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As part of the implement for tiered healthcare
system, the NHIA drew from increased funds
from the “Medical Consumer Price Index” in
the hospital global budget to adjust payment
for acute/severe disease items (totaling NT$6
billion) and service items in remote areas
and district hospitals (totaling NT$2.2 billion)
in 2017. Beginning on October 1%, 2017, the
payment for 167 diagnostic and treatment items
were increased, the markup rate for children in
1,513 surgical items was relaxed, and general
principles for surgery,emergency care on
weekends and holidays, and pediatricians’
markup rate were relaxed. In addition, payment
for 49 primary care diagnostic and treatment
items at district hospitals and in remote areas
were increased. The NHIA subsequently
introduced the “additional weekend and
holiday outpatient consultation fees at district
hospitals” in 2018 and the “10% nighttime
markup on outpatient consultation fees at district
hospitals” in 2020. In 2021, the global budget
for hospitals was increased on the basis of
the “Medical Consumer Price Index,” which
increased emergency care fees and payment
for 400 critical diagnostic and treatment items.
In 2022, the budget was meant to “enhance the
fees for intensive care services and promote
structural changes in outpatient and inpatient
services in regional-hospitals and higher
hospitals.” Such budget was used to increase
fees for intensive care services, ensuring fixed-
point values for the inpatient examination fees
and ward charges of intensive care beds at
regional hospitals and higher hospitals, and
enhancing the quality of inpatient care. For 2023-
2024, a special hospital budget allocation of
NT$1.5 billion was designated through special
funding programs for payment differentials in
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intensive care bed hospitalization consultation
fees and ward fees at regional hospitals (and
above) hospitals, neonatal moderate-to-severe
hospitalization consultation fees, emergency
observation bed ward fees and nursing fees, as
well as an additional 3%-15% enhancement for
daily payment in chronic respiratory care wards
at district hospitals and emergency consultation
fees. In 2024, NT$338 million was allocated for
neonatal moderate-to-severe hospitalization
consultation fees, pediatric ICU hospitalization
consultation fees, ward fees, and nursing fees.
In 2025, NT$4.156 billion from other budgets
will be used for emergency-related basic
medical service items (emergency consultation
fees split into consultation fees and nursing
fees, emergency observation bed consultation
fees and nursing fees), basic medical service
items for designated emergency hospital ICUs,
medical service payments for emergency cases
at offshore designated emergency hospitals,
and payment points for acute general (including
psychiatric) bed hospitalization nursing fees.

To enhance the capacity of primary care,
the NHIA has allowed items previously limited
to hosptials to also be claimed by western
medicine primary clinics. Between 2017 and
2024, the NHIA provided NT$7.02 billion for
expansion, including 25 items (such as influenza
A virus antigen test) in 2017, a total of 9 items
(including vaginal ultrasonography) in 2018, 11
items (including Lymphocyte surface marker
for infectious disease detection) in 2019, 17
items (including activated partial thromboplastin
time) in 2020, 5 items (including non-stress
test) in 2021, 3 items (including salpingolysis
with microscopic) in 2022, and 1 item (carotid
phonoangiography) in 2023.
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To avoid health care overuse and ensure
quality, the medical service review system is an
essential mechanism. The focal points of medical
service review consist of medical care items,
quantities, and appropriateness. An average
of approximately 390.00 million outpatient
reimbursement claims are made every year,
and roughly 1,070,000 such claims are made
daily. Some 3.53 million inpatient care claims
made annually work out to roughly 9,700 such
claims every day. Based on considerations of
manpower and administrative cost, two types
of medical services review can be employed:
procedural review and professional review.
Computer technology and data analytics are used
extensively in these review processes. The NHIA
is striving to enhance review efficiency through
the development of computerized review systems
for automated review system and profile analysis.

Due to the huge volume of reimbursement
claims, the NHIA employs a sampling approach
in professional review. A sample of patient
records is sent for review by medical experts.
The sampling methods include random sampling
and purposive sampling. The discard rate found
in random sampling review is used to infer
the discard rate in the entire case population.
Because purposive sampling review focuses on
all cases with certain characteristics, their results
are not used for inferential purposes.

The Directions of National Health Insurance
Claims Review were set after collecting the opinions
of medical specialist associations, physicians’
associations, and hospital associations, followed by

discussion at advisory conferences of specialists
from among the group of medical experts with
relevant clinical or practical experience. Since
2017, these guidelines have been revised to
rearrange more logically on the basis of the most
common modes of treatment or procedures in
various medical specializations. They have also
been coded in parallel with medication payment
regulations to facilitate computerized audits and to
provide reference for reviewing physicians.

The NHIA has gradually promoted medical
claims computerization, and has accumulated
the globally unique NHI database. Thanks to
digitization, the NHIA can quickly and efficiently
review reimbursement claim data from hospitals
and clinics, and can discover any abnormalities.
In addition, analysis of the NHIA’s vast amounts
of accumulated data assist the formulation of
policies, and facilitate the initiation of preventive
measures against the waste of medical resources.

The NHIA has established automated review
procedures that focus on payment regulations
such as NHI medical care payment items and
fee schedules, and specific no-payment rules
(such as age, gender, and specialist physician
restrictions). Computer programs are used to
check medical orders, and can directly weed
out medical order items that are ineligible. This
approach has gradually enhanced the accuracy
of claims made by hospitals and clinics,
improving review performance.
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In recent years, the NHIA has also been
adopting a review system based on profile
analysis to review and manage anomalies in
medical resource utilization by medical institutions.
The NHIA has taken the following measures:

1. Statistical analysis is employed to detect
irregularities in patient care, diagnosis and
treatment patterns at hospitals and clinics,
and in expense reimbursement claims. The
results of this analysis are provided as review
reference, enabling a shift in the focus of
professional review from individual cases to
diagnosis and treatment patterns.

2. Representative medical personnel are invited
to jointly discuss and develop indicators
based on profile analysis for review
irregularities where payment is not approved.
Claims data is used to review diagnosis and
treatment patterns at hospitals and clinics,
and set threshold values for individual
indicators. Procedural review can then be
employed to weed out irregular cases, thus
reducing manual review costs.

3. The “Central Intelligence System (CIS)”
established by the NHIA in September 2014
allows the unified management of important
items. Computer programs automatically detect
anomalous cases suspected of involving the
irregular utilization of NHI medical resources,
which are then included in review samples or
marked. This system also provides information
on irregularities, and allows patient records
to be sent for professional review to confirm
whether they comply with NHI regulations. This
system has improved review performance,
enabling the development of approximately

BEXTEE EARE

Professional Review and Quality Improvement

150 irregularities screening indicators for the
following five areas: outpatient care, inpatient
care, medication, specific diagnosis and
treatment, and specific case lists.

The NHIA has been promoting computerized
review processes since 2014, with priority given
to enhancing the capacity of the “Intelligent Peer
Review Learning System (IPL)” for information
integration. This system automatically links NHI
payment regulations, review guidelines, patient
record e-files, and review focal points, and
provides reminder mechanisms and customized
setting options to help medical experts perform
review with efficiency and precision.

To enhance quality of medical service, the
NHIA established the Medical Quality Information
Disclosure Platform in 2005, which discloses “The
NHI Professional Medical Service Quality Report”
along with NHI medical quality indicators, specific
disease indicators and other relevant information
to the public. Such disclosure aims to motivate
healthcare facilities to enhance their service
quality. Meanwhile, with transparent insight
information, the public are able to know healthcare
utilization of domestic medical institutions as their
reference for healthcare decision-making.

The NHIA’s website also offers other basic
information of contracted medical institutions,
such as service items, medical departments,
regular service hours, insurance bed ratios,
and registration fees, as well as information on
medical institutions that have violated applicable
regulations.
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Under the current drug payment system,
medical institutions make reimbursement claims
to the NHIA in accordance with drug dispensing
items and fee schedules; the NHIA will obtain the
actual transaction prices through periodic drug
price surveys to adjust the drug payment prices
to make them closer to the market prices.

Beginning in 1999, the NHIA’s reduction in
drug prices on the basis of survey results has
reduced drug pricing differences and eased the
growth in medication expenditure. The money
saved from reductions in drug prices is used to
accelerate the entry of new drugs and approval
of payment, expand the scope of drug payments,
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and adjust items with low fees. This allows
people in Taiwan to obtain drugs concurrently
with the world’s leading nations, while also
improving healthcare quality and achieving
tangible improvements in people’s health.

To maintain control over NHI drug costs
overall, the NHIA implemented the “NHI Drug
Expenditure Target” on a trial basis on January
1, 2013. This system presets target values for
annual drug expenditures and ties them to actual
drug expenditures each year. When the target
values are exceeded, the system automatically
activates an annual adjustment of drug prices,
thereby ensuring the drug prices to stay within a
stable, reasonable range.
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Raising NHI Payment Efficiency via
Health Technology Assessment

Given the rapid advances in medical
technologies, new drugs and medical devices
are constantly emerging. In 2024, around
250 billion NHI convert points and 40.8 billion
convert points were spent on drugs and special
medical materials, respectively. In light of NHI's
limited resources, it is crucial to have a robust
assessment tool to determine the clinical and
economic benefits of including new medical
technologies in NHI coverage.

To better manage NHI payment and align
with international standards, the NHIA introduced
health technology assessment (HTA), a key
component of health technology management
(HTM) in 2008. HTA evaluates new drugs from
various aspects, including human health, medical
ethics, cost-effectiveness, and financial impact.
It assists in the decision-making process on
the inclusion of new drugs for NHI coverage.
Under the cyclical management approach
adopted in 2020, horizon scanning (HS) is
used to understand the clinical usage and
demand of new drugs before their inclusion in
NHI coverage. Real-world data is collected,
and health technology reassessment (HTR) is
conducted for NHI coverage items to reassess
their clinical efficacy, cost-effectiveness, safety,
and financial impact. Through this cyclical
management approach, from pre-coverage

assessment to post-coverage evaluation of cost
effectiveness, the efficient and rational allocation
of NHI resources is achieved, enhancing the
effectiveness of NHI coverage.

NHI Coverage Policy for NGS Testing

The advancement of molecular medicine has
led to more precise and individualized treatments
for cancer. NHI covers multiple biomarker tests
such as EGFR, ALL-RAS, ALK and PD-L1 for
targeted therapy and immuno-oncology. Next
Generation Sequencing (NGS) is an innovative
deep sequencing method that enables rapid
examination of genetic mutation in large
guantities, increasing examination efficiency.

Commissioned by the Center for Drug
Evaluation, NHIA conducted Health Technology
Assessment (HTA) in 2021 and 2022. A research
report was conducted on the payment situation
of NGS overseas and its effect on the financial
impact of health insurance, and opinions and
consensus were reached among different types
of professionals. Also, the Regulations Governing
the Application or Use of Specific Medical
Techniques, Examinations, laboratory testing,
or Medical Devices went into effect in 2024. On
May 1* of the same year, NGS was incorporated
into National Health Insurance (NHI) coverage.
Priority coverage was given to cancer types with
available targeted therapies and clear evidence
of clinical efficacy based on test results, Fixed-
payments were established for the BRCA 1/2
gene panels, small panels (<100 genes), and
large panels (>100 genes). Test results are
collected and integrated with claims data and
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real-world data (RWD) to evaluate the accuracy of
genetic testing and the therapeutic effectiveness
of targeted therapies. These evaluations aim
to refine payment policies, support precision
medicine for high-risk populations, and reduce
the financial burden on the public. A total of 12
cancer types are covered under NGS testing,
with an estimated 20,000+ or more patients
benefiting annually supported by approximately
NT$300 million in the NHI budget. Furthermore,
on December 1° of the same year, single-
gene testing for 7 additional cancer types was
included, with an estimated 10,000 patients
benefiting annually, supported by approximately
NT$100 million in the NHI budget.

Implementing the Provisional Payment
System for New (Cancer) Drugs

To promote President Lai’'s Healthy Taiwan
policy regarding Taiwan’s cancer mortality
rate reduction by one-third by 2030 and meet
patient needs, the NHIA strives to speed up the
inclusion of new drugs, including optimizing
the procedure, supervising the budget for
new technological products or techniques,
establishing a model of risk diversification,
and strengthening communication between
pharmaceutical companies and review experts.
On January 1%, 2025, a total of NT$5 billion
from the government budget was allocated to
the National Health Insurance Fund for cancer
drugs. On February 25", 2025, the “Operation
Directions on Provisional Payment Funds for New
Cancer Drugs” were announced. The applicable
drugs are those with drug permits and clear
clinical efficacy evidence. They are specifically
new cancer drugs or new indications which have
not yet been included due to global budget
limitations. Such applicable drugs also include
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these deemed necessary by the National Health
Insurance Administration. The implementation
of the provisional payment can expedite new
drug introduction, enhance patient access to
potentially therapeutic new medications, and
alleviate patients’ financial burden.

The items included under the conditional
reimbursement system will be paired with a risk-
sharing model and, as needed, a registration
system will be established. During this period,
clinical trial data and real-world evidence
will be collected to assess efficacy and cost-
effectiveness, facilitating NHI’s re-evaluation of
whether to include them in routine NHI coverage.
As of June 2025, a total of 11 new drugs and
5 expanded coverage items have been listed
under the provisional payment, including 9
cancer drugs and 4 expanded coverage items
for treating lung cancer, breast cancer, colorectal
cancer, neurofibromatosis, multiple myeloma, and
cell-based therapeuticalproducts (e.g., CAR-T).

Through the provisional payment and special
fund usage, the timeline for new (cancer) drug
coverage is shortened, allowing patients to
obtain breakthrough new drugs earlier, improving
new drug accessibility and reducing the
public’s treatment burden, effectively caring for
economically disadvantaged patients.

Digital Governance in Cancer Treatment
Under National Health Insurance

The National Health Insurance Administration
(NHIA) is advancing digital transformation by
integrating with the “National Cancer Control
Program” to enhance digital healthcare
infrastructure. By adopting the Fast Healthcare
Interoperability Resources (FHIR) international
standard format, the NHIA aims to achieve
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interoperability of effective patient information. It
also integrates the complete cancer care data
journey from screening, diagnosis, and treatment
to outcome tracking, creating patient-centered,
real-world data for holistic care. This also enables
more precise diagnoses and prescriptions by
doctors, improving cancer treatment efficiency
and healthcare quality.

Starting in 2024, the plan includes collecting
NGS (Next-Generation Sequencing) claim
data, major illness applications for cancer, prior
authorization applications for cancer drugs,
and treatment outcome tracking for individual
cancer cases. In 2025, all hospitals will be able
to submit documents using the FHIR format,
aiming to achieve three major goals: digitalization
of information, system automation, and
standardization. This will enable a double-blind
review mechanism, enhancing review fairness
and impartiality.

Looking ahead, the NHIA will continue
expanding the scope of digital transformation,
strengthening data integration and Al technology
applications to improve care quality and
treatment precision for cancer patients, realizing
comprehensive patient-centered care.

Setting up the Center for Health Policy
and Technology Assessment

The Center for Health Policy and Technology
Assessment (CHPTA) started operation on
January 1%, 2024. In addition to assisting in new
medical technology, medication and review for
payment of medical materials in the NHI, offering
assessments for medicine economics and
policies, personal training, the CHPTA has an
important role in communicating with international
NHA organizations and sharing experiences. The
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CHPTA also uses the experiences of international
HTA organizations as a basis for health policy
and technology assessments. The goal is to set
up an incorporated administrative agency.

Launching Parallel Review Methods

On January 1%, 2024, the NHIA launched
the parallel submission review system. When a
company submits a drug licensing request, a
request for NHI payment can be made at the
same time, reducing waiting time between permit
review and payment approval. Following receipt
of the license, the drug should go into effect within
six months. As of June 2025, a total of 15 drugs
have submitted applications, of which 2 drugs
took effect on May 1%, 2025 and June 1%, 2025,
respectively, for the treatment of adult patients
with relapsed or refractory multiple myeloma and

patients with pulmonary arterial hypertension.

Expanding the Budget for New Drugs

The new drug budget was allocated in global
budget. In 2024, a total of NT$6.049 billion is
allocated for the addition of new drugs, budget
for medication payment change and budget
for provisional payment, doubling the amount
allocated for 2023. The 2025 budget allocation
for drug-related expenses totals approximately
NT$10.127 billion, including NT$5 billion from the
government budget to establish a cancer drug
fund. Additionally, NT$2 billion from the government
budget has been secured for rare disease drug
expenses. Diversified funding sources to support
the NHI budget for new drugs will be sought.
Rolling reviews will be conducted to gradually
expand the cancer drug budget for provisional
payment mechanism and designated funds.
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International Cooperation and Medical
Technology Assessment Personnel

Training

Beyond signing a medical technology
assessment cooperation agreement with the
United Kingdom's National Institute for Health
and Care Excellence (NICE) on May 18, 2023,
focusing on medical technology assessment
trends, the application of real-world data,
innovative drug funds, and the financial operation
of cancer drug funds, the NHIA has further
advanced international collaboration by signing
a cooperation agreement with France's Haute
Autorité de Santé (HAS) on February 7, 2025.
Going forward, the partnership will continue
to focus on technology assessment in digital
healthcare, deepening bilateral exchanges and
capacity building in the HTA field, including
professional personnel training, high-level mutual
visits, and experience sharing. This provides
Taiwan with an international perspective and
professional support to address challenges in
new medical technology and policy development.

The NHIA held the 3" “Workshop for
Partnership Agreement between Taiwan and
the United Kingdom on Health Technology
Assessment” on May 28"-29" 2025, inviting
UK NICE experts to Taiwan. Centered on the
institutional design and implementation of
the Cancer Drugs Fund (CDF), the workshop
conducted systematic discussions on topics
including the design logic of Managed Access
Agreements (MAA), implementation frameworks,
data collection protocols, and re-evaluation
mechanisms.

The NHIA will work in cooperation with
CHPTA and establish a mechanism based on
payment review in other countries, constructing
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a three-in-one human resource system of
education, training and employment, to
enhance our health technology assessment and
management capabilities.

The "NHI MediCloud System"

The NHIA has accumulated 30 years of
health insurance reimbursement claim data. With
big data technology improvement, the NHIA
began to gradually compile data from various
fields, and to use cloud technology to provide
doctors necessary data for clinical judgments
under secure environment. In July 2013, the
NHIA established the patient-centered “NHI
PharmaCloud System,” allowing contracted
medical institutions to immediately access
patients’ medication records of the previous six
months for diagnostic or treatment purposes.
Such information can be of great value to doctors
in making out prescriptions or to pharmacists
in providing medication counseling to patients,
thereby enhancing healthcare quality and
reducing the redundant consumption of medical
resources. By integrating information from the NHI
PharmaCloud System with in-hospital information
systems, contracted medical institutions gradually
established their own dedicated in-hospital
medication management mechanisms, thereby
enhancing medication safety.

Based on the NHI PharmaCloud System,
since2016, the NHIA has developed the
expanded “NHI MediCloud System” after
referring to users’ feedback and clinical needs.
The “NHI MediCloud System” incorporates 12
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types of thematic data, including medication
records, traditional Chinese medicine records,
examination and test records and results
(including medical imaging, adult preventative
care services, colorectal cancer screening, oral
cancer screening, breast cancer screening
and cervical cancer screening conducted by
the Health Promotion Administration, MOHW),
surgical records, dental treatment and surgical
records, drug allergy records, records on
use of specific controlled drugs, records on
use of drugs for specific coagulation factors,
rehabilitation records, hospital discharge
summaries, and vaccination records provided by
the Taiwan Centers for Disease Control.

Since 2018, the NHIA has gradually
developed active reminders for duplicated
orders, drug interaction, drug allergies, and
nonsteroidal anti-inflammatory drugs usage
for high-risk kidney disease patients. With the
technology, the NHI MediCloud System could
remind the doctors to pay attention to drug
prescriptions in a more active way for improving
the quality and efficiency of healthcare services
and ensuring the safety of patients. To offer
more customized, visualized interface for users,
the NHIA has launched the 2™-generation NHI
MediCloud system in April, 2024. In addition to
optimize interfaces and expanding customized
functions, the system integrates 13 categories
of cross-institutional patient medical information
and vaccination data, including medication
records, examination records such as medical
imaging, computed tomography (CT), magnetic
resonance imaging (MRI), ultrasound, X-rays,
gastroscopy, and colonoscopy), surgical
records, dental treatments records, discharge
summaries, traditional Chinese medicine,
rehabilitation medicine, allergy records, specific
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controlled drugs and coagulation factor
medication records, Taiwan Center for Disease
Control’s vaccination records, and special
material records. The system serves 9 categories
of healthcare professionals including physicians,
pharmacists, and nurses, covering medical
institutions such as community mental health
rehabilitation facilities, physical therapy clinics,
occupational therapy clinics, home nursing
institutions, medical laboratories, radiology
centers, respiratory care facilities, and midwifery
centers, creating shared health big data to assist
healthcare teams in promoting comprehensive
lifelong healthcare and enabling more effective
utilization of NHI resources.

HIS in Community Hospitals

In response to international digital
transforma-tion, the NHIA plans to transform
the on-premise system used by community
hospitals to a cloud-based system. Using Cloud
technologies, hospitals will be able to integrate
medical information, improving system resilience.

By enhancing the resilience and efficacy of
digital health insurance infrastructure, promoting
the Cloud system at community levels, and
aligning with FHIR, the NHIA increases the safety
and efficacy of digital health information.

Electronic prescriptions connect the
digital medical process

In response to ESG, the NHIA plans to
promote electronic prescriptions starting in
2024, driven by public demand and the goal
of enhancing healthcare accessibility. Since
September 2024, medical institutions at all levels in
Hualien County have been invited to participate in
pilot programs. During the trial process, feedback
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from clinical users and healthcare IT vendors
has been incorporated to optimize the overall
information flow, aiming to establish a system that
can be widely adopted across medical institutions.
The program has been expanded to all regions,
starting with selected pilot sites in July 2025.

The NHIA has encouraged hospitals and
clinics to upload patients’ testing and examination
results since 2015 to avoid unnecessary tests,
examinations, and medications. Beginning in
January 2018, after patients have undergone
CT, MRI, ultrasound, gastroscopy, colonoscopy,
and x-ray examinations at a large hospital, other
primary care hospitals and clinics can use the
NHI MediCloud System to view patient images
and reports. As a result, when people wish to
obtain a second opinion from a hospital at the
same level, or receive follow-up care at a primary
care hospital or clinic near their home, medical
personnel need only obtain their data from the
cloud, and can then view the patients’ testing and
examination reports. This saves patients’ money
and time spent waiting for hospital procedures,
and also lessens the potential health risk of
multiple examinations. This also realizes the
hierarchical healthcare ideal of “a good hospital in
the community, a good doctor nearby,” boosting
the quality and convenience of healthcare, and
easing congestion at medical centers.

Furthermore, the NHIA's individualized cloud
service—My Health Bank—enables people
who have registered their NHI cards to log into
the system and make queries. With easy-to
understand charts and tables, My Health Bank
allows users to quickly view and understand

BIFTAGHT  BUUHARR

Innovative Payments and Digital Enhancement

their recent healthcare records, testing and
examination results, and preventive care data,
helping them monitor health status and perform
health management. People can also download
My Health Bank data for other applications or use
a mobile device to log into the App and access
their personal healthcare data for the reference
of physicians during visits. This goes a long way
toward improving the information asymmetry
between doctors and patients and enhancing
medical care safety and effectiveness.

From its launch in 2014 through December
31°, 2024, My Health Bank has reached
approximately 11.91 million users, with usage
exceeding 461.33 million times. Roughly 90% of
users agree that My Health Bank can help them
understand their healthcare situation and monitor
their state of health. It is fair to say that My Health
Bank effectively promotes improved health self-
management among the public. In March 2019,
the NHIA developed the My Health Bank SDK
(Software Development Kit, SDK), a pioneering
new data-sharing service model for the public
sector. As of November 2025, a total of 24 apps
developed by 12 institutes provide services to the
public.

With the popularity of mobile devices,
their use in recording vital signs such as blood
pressure, blood sugar and heart rate has
become a trend. My Health Bank has connected
with Health Connect and Apple Health to record
vital signs to My Health Bank App. With a single
health management tool (My Health Bank),
people can search for personal medical records
and vital signs to manage personal health.
Moreover, My Health Bank App alerts users to
abnormalities in cancer screenings so they can
seek further medical attention if necessary.
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To reduce inequality in health, the NHIA is
actively promoting the “My Health Bank App”
to cater to the needs of physically challenged
individuals. Discussions on the needs of
physically challenged individuals began in 2023,
followed by improvements in function, user
interface, and operating procedure. The updated
version was launched on December 20", 2023.
Physically and mentally challenged individuals
can access information using this version, which
features a visualized navigation bar, advanced
reader function and a reminder of the external

window.

Smart NHI cards were formally introduced
on January 1%, 2004 to make people’s access to
medical care more convenient. These IC cards
integrate the medical records and information
originally contained in paper NHI cards, children’s
health booklets, maternal health booklets, and
catastrophic illness certificates. The information
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has been originally recorded on the NHI cards’
chips in encrypted and encoded form. Apart from
offering greater convenience, the IC cards also
better protect medical privacy.

To increase the accuracy and integrity of
medical records in the NHI card and to reduce the
possibilities of repeat prescription and examination,
the NHIA implemented the identification code for
medical treatment (2.0 version of the NHI card). As
a person seeks medical treatment, an identification
code will be generated based on the information
regarding the person, the time, and the place of
treatment. The code serves as reference for a
range of examination records, medical imaging,
discharge medical record summary, declaration
of medical expenses, MediCloud, My Health Bank
App and digital prescription. The abnormalities
can be monitored immediately with the integration
of medical records. Incentives for upgrading
the NHI Card to 2.0 version were also set to
encourage hospitals to upgrade the system. In the
initial stage, the new system can be approached
via application. Subsequent advancement of
the system will base on later users’ feedback on
the version. After two years of active promotion
and implementation, the NHI Card 2.0 has been
fully launched on a single-track system as of
September 1, 2025.
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NHI cards can not only protect personal
privacy but also facilitate the smooth flow of
information in Taiwan’s medical information
system. NHI card security safeguards have
earned international recognition on numerous
occasions. To maintain information security, NHI
cards employ multiple security measures, and
the card chip uses several mutual authentication
mechanisms to ensure data security.

NHI information is transmitted through
the NHIA’s closed VPN system, with multiple
firewalls to reduce the risk of hackers breaking
into the system or stealing data. In addition, to
protect personal privacy, NHI card records are
entered in encoded form and transmitted after
encryption.
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To further strengthen NHI card and health
insurance data security, the NHIA established
an information security task force in August
2003 to be responsible for relevant tasks and
promote certification. In addition, the NHIA has
established an information security management
system (ISMS). The NHIA’s information security
measures also include the establishment of a
single network entry point, in depth defense
mechanisms, and various detection and defense
mechanisms (such as SOC, firewalls, email
filters, intrusion detection, application system
firewalls, anti-virus/anti-spyware software,
and advanced continuous threat and attack
prevention measures). There are constant
network and e-mail security monitoring. Personal
information fields in databases are stored in
encrypted form, ensuring the NHIA’s overall
information security.
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The government provides premium subsidies for
members of underprivileged groups, including
low income households, near-poor households,
unemployed veterans, unemployed workers and
their dependents, the physically and mentally
disabled, and unemployed indigenous citizens who
are under the age of 20 or over the age of 55.
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NHI enrollment is mandatory. However,
some low-income households and people on
the margins of society cannot afford to pay their
premiums. To fully implement the government’s
blanket enroliment policy, the NHIA has taken a
number of assistance measures to strengthen the
social welfare net and realize the spirit of mutual
help. In addition, the NHIA has also introduced

premium payment assistance measures to
help care for patients suffering from cancer,
hemophilia, or severe mental iliness or receiving
dialysis, as well as underprivileged persons in
need of medical attention against economic
difficulties. Medical and economic assistance
is also offered to persons with rare or critical
illnesses and those living in isolated areas. Such
assistance measures include premium subsidies,
relief loans, and installment payment plans. Refer
to Table 6-1 for the results of implementation.
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Governments at different levels provide
premium subsidies to various underprivileged
groups, including low-income households,
middle-to-low-income households, unemployed
veterans, unemployed workers and their
dependents, the physically and mentally
disabled, and unemployed indigenous citizens
who are under the age of 20 or over the age of
55. A total of NT$34.46 billion in such subsidies
was provided to 3.945 million people in 2023,
followed by a total outlay of NT$36.17 billion that
benefitted 4.012 million people in 2024,

To protect people’s right to healthcare, the
NHIA provides interest-free loans to members
of the public in economic difficulties so that
they can pay their premiums and cover unpaid
copayments. A total of NT$152 million went
toward such loans granted to 1,598 cases in
2023, and NT$129 million was loaned to 1,276
cases in 2024,

For people not eligible for relief loans, the
NHIA offers installment payment plans to persons
who owe premiums totaling more than NT$2,000,
but due to economic hardship, cannot repay this
debt in one go. Installment payment plans for a
total of NT$2.22 billion were provided in about
72,000 cases during 2023, followed by NT$2.226
billion in nearly 71,000 cases in 2024.
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For persons who are unable to pay their
premiums, the NHIA also provides referral to
charitable groups, companies, and individuals for
premium subsidies. Such referrals were made in
5,963 cases involving total subsidies of NT$51.07
million in 2023, and NT$60.05 million in 5,609
cases in 2024.

The NHIA proactively upholds the universal
value of equal access to healthcare. The
“decoupling of the right to healthcare from unpaid
NHI premiums and fees” policy was launched
on June 7", 2016. As long as individuals have
completed their subscription procedures, they
can enjoy access to NHI-covered healthcare.
The unblocking of all NHI cards represented a
significant milestone in safeguarding the right to
healthcare, ensuring that beneficiaries will not
have their cards blocked due to unpaid premiums
or fees. The abolition of the card blocking system
has alleviated the concerns of individuals who
previously feared being denied essential health
care due to outstanding payments. This further
demonstrates the government’s commitment to
caring for the underprivileged and protecting the
healthcare rights of citizens.

However, to maintain the integrity of the
National Health Insurance system, the NHIA has,
since 2018, gradually implemented measures
under Article 37 of the National Health Insurance
Act targeting long-term overseas residents and
financially capable delinquent payers. After
verification, these individuals are first notified and
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guided to pay their outstanding premiums. Only
those who still fail to pay their NHI arrears will
have their cards suspended, with the purpose of
urging insured persons to fulfill their obligation to
pay NHI premiums.

The NHIA implements multiple measures to
support underprivileged individuals, establishing
a healthcare safety net for citizens experiencing
economic hardships. By eliminating barriers to
NHI coverage, the NHIA ensures that individuals
in financial difficulties can access necessary
medical care whenever needed. Furthermore, the
NHIA provides assistance to these individuals
by offering support in NHI enrollment, premium
relief, referrals to aid programs, and flexible
installment payment plans.

To ensure healthcare access for
underprivileged groups and safeguard their
right to healthcare, the NHIA implements various
assistance measures, including installment
payment plans, relief loans, and referrals to
charitable programs. Since 2008, the NHIA
has also utilized contributions from the Public
Welfare Lottery to alleviate the medical financial
burdens of eligible underprivileged individuals.
Proactively identifying qualified persons, the
NHIA notifies them about available assistance for
paying NHI premiums and fees. As of the end of
December 2024, a cumulative NT$5.220 billion in
subsidies had been disbursed to support 271,828
individuals (Table 6-2).
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Persons who have received a disability
certificate need only pay a clinic-level outpatient
copayment when seeking care at any level of
hospital or clinic. This copayment is lower than
that paid by the general public.

For patients with conditions such as
cancer, chronic mental iliness, dialysis needs,
rare diseases, or congenital disorders who
possess a major illness/injury certificate, there
is no requirement for copayment when they are
seeking medical care specifically related to these
conditions. To safeguard the rights of patients
with rare diseases, the NHI covers the costs of all
medications necessary for the treatment of rare
disorders, as designated by the MOHW, through
a fund for a specified purpose. This initiative has
substantially alleviated the financial burden on
individuals with rare diseases.

Persons with disabilities

Initiated in 2002, the NHIA’s “Dental
Outpatient Global Budget Special Medical Service
Plan” provides services under a medical service
markup payment system. Dentists are encouraged
to serve patients with congenital cleft lip and
palate and other specific disabilities.

In 2006, the NHIA expanded to allow local
dentist associations or groups to establish
dental teams catering specifically to institutions
providing care for individuals with disabilities.
These dental teams are authorized to offer
regular services, including mobile health dental
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care, to psychiatric hospitals without dental
departments and special education schools for
individuals with special needs. Since July 1%,
2011, dentists from these teams have provided
in-home dental services to individuals with
designated disabilities who meet the criteria
for home health care. On January 1%, 2013, the
dental teams expanded their services to include
bedridden patients at institutions dedicated to
the care of individuals with disabilities. From
January 1%, 2014, these teams began providing
dental care at government-registered institutions
catering to children with developmental delays.
The scope of their services was further extended
to include bedridden individuals at elderly care
facilities under the MOHW from January 1%,
2015. Further services to persons suffering from
severe loss of major organ functions on January
1, 2016, as of January 1%, 2020, dental care has
been made available to individuals preparing for
hospital discharge and general nursing homes
selected by the MOHW'’s Department of Nursing
and Health Care. Furthermore, dental services
have been extended to individuals with moderate
functional disabilities caused by brain and spine
injuries since January 1%, 2021. Starting January
1%, 2024, the premium subsidies for specific
persons with disabilities were increased: patients
with the most severe disabilities, autism, and
dementia receive an 110% increase; patients
with severe disabilities receive a 90% increase;
patients with moderate disabilities (including
children with developmental delays) and those
with moderate or above mental illnesses receive
a 50% increase; patients with mild disabilities
(including elderly with functional impairments)
receive a 30% increase.
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Persons with catastrophic ililnesses
and injuries

The NHIA currently recognizes 30 types
of catastrophic illnesses and injuries, including
cancer, chronic mental illness, conditions
requiring dialysis, and congenital disorders.
These illnesses often incur substantial medical
expenses that pose financial challenges. To
alleviate the burden on the insured, the NHIA has
implemented a policy of waiving copayments for
the treatment of these catastrophic illnesses and
injuries for all those who possess a major illness/
injury certificate.

As of the end of December 2024, more
than 1.06 million valid catastrophic illness/
injury certificates had been issued (to more than
997,000 persons, who accounted for roughly
4.2% of all insureds). Total medical expenditures
for catastrophic illnesses and injuries exceeded
NT$262.9 billion in 2024 (accounting for 28.4% of
all NHI medical expenditures for the year). Of the
annual expenses for NHI-covered drugs, about
NT$90.3 billion (nearly 35%) is spent on those
meant for catastrophic illnesses and injuries
each year. It is clear that catastrophic illnesses
and injuries account for a very large share of
medical expenses, and the NHI consequently is
a godsend for patients with these conditions.

Persons with rare diseases

Since rare diseases are considered
catastrophic illnesses and injuries, copayments
are waived when patients seek treatment. As of
December 2024, the MOHW had recognized 245
rare diseases, and 15,398 major illness/injury
certificates had been issued for rare diseases
accordingly. NHI’s drug expenditures for rare
diseases totaled NT$10.9 billion in 2024.
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To care for patients with rare diseases,
payments for all drugs needed in the treatment of
these diseases are quickly added to the “National
Health Insurance Drug Dispensing and Fee
Schedule.” This has ensured that persons with
rare diseases receive the care they need while
easing their healthcare burden.

Persons with multiple chronic
conditions

Individuals with multiple chronic conditions
represent the highest utilization of healthcare
resources in Taiwan’s healthcare system. With
the country’s aging population, the prevalence
of multiple chronic conditions is steadily rising,
making the care of these individuals an issue
of concern. To ensure that people with multiple
chronic conditions receive comprehensive and
coordinated care services, while also minimizing
the risks associated with repeat or incorrect
medications or treatments, the NHIA introduced
the “Patient-Centered Hospital Integrated Care
Program” across local hospitals on December
1%, 2009.

Since its implementation, the program has
demonstrated effectiveness, as evidenced by a
steady decline in the average number of medical
visits among program participants over the years.
As of December 2024, a total of 134 hospitals
participated in the program.

According to Article 43 of the National Health
Insurance Act and Article 60 of its enforcement
rules, persons seeking outpatient, emergency,
and home care services in areas officially
recognized as lacking in medical resources
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receive a 20% discount on copayments. In
addition, the NHIA has also implemented the
following programs to enhance healthcare
services in mountain areas, on offshore islands,
and in other medically underserved areas:

NHI Integrated Delivery System for
mountain areas and offshore islands

Due to the geographical constraints and
inconvenient transportation, mountain areas
and offshore islands often face difficulties in
accessing healthcare services. In response,
the NHIA has planned for capable and willing
medical institutions with relatively sufficient
medical personnel to be dispatched to these
regions. In November 1999, the NHIA has
implementedthe Integrated Delivery System (IDS)
program for mountain areas and offshore islands.
This program encourages large hospitals to offer
specialized medical services, emergency care,
and evening clinics either at fixed locations or
through mobile healthcare services, ensuring that
residents in these areas receive the necessary
healthcare support.

Currently, there are 50 townships and
districts in mountainous and outlying island areas
have been officially designated nationwide, with
26 contracted medical institutions implementing
30 projects. Among these, Xiulin Township in
Hualien County has transformed from the IDS
program into the “Mountain Township Integrated
Holistic Implementation Plan” since 2022. In
2025, the “National Health Insurance Remote
Area Integrated Holistic Implementation Plan”
(hereafter referred to as Holistic Integrated Care
Program) has been expanded to 9 mountain and
outlying island areas in Yilan County, Lienchiang
County, Taoyuan City, Nantou County, Chiayi
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County, Kaohsiung City, and Hualien County. In
2024, the IDS program and Integrated Holistic
Care Implementation Plan served over 480,000
residents in mountain and outlying island
townships, with an average satisfaction rate of
96% among local residents.

Improvement Project for Regions
Deficient in Medical Resources

The NHIA allocated NT$922 million for
the 2024 Improvement Project for Regions
Deficient in Medical Resources. Dentists
and Traditional Chinese Medicine (TCM)
and medicine physicians are encouraged to
demonstrate their commitment to serving local
communities by starting practices in areas that
lack sufficient medical resources or providing
mobile healthcare services. In 2024, a total of
667 contracted hospitals and clinics conducted
mobile healthcare services, benefiting over
754,000 individuals in medically underserved
areas.

Medical Service Improvement Program
for Medically Underserved Areas

1. Task-based subsidies: Since 2012, the
“National Health Insurance Medical Service
Improvement Program for Medically
Underserved Areas” has been implemented.
The program targets hospitals (not limited
to regional hospitals) that provide 24-hour
emergency services and internal medicine,
surgery, obstetrics and gynecology, and
pediatric services in outlying islands,
mountain townships, and medically
underserved or adjacent townships and
districts. These hospitals receive point value
guarantees through dedicated budget
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funding. In 2024, a total of 99 hospitals
participated in the program.

2. Basic operating subsidies: Lighthouse-type
regional hospitals (starting in 2024) are
regional hospitals that meet the criteria of
this program and qualify as outlying island
hospitals, designated emergency hospitals,
and hospitals that are the sole medical facility
in their township or district. These hospitals
receive revenue subsidies or guarantees. In
2024, a total of 33 hospitals met the subsidy
criteria.

Medicare Telemedicine Benefit Plan

Remote consultation (not limited to any
western medicine specialty) or emergency
remote consultation (not limited to any specialty)
were set up to improve the accessibility of
specialized outpatient services in remote
areas. In 2024, specialized outpatient remote
consultation services totaled 12,651 person-
times, and emergency remote consultation
services totaled 3,050 person-times.
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Public Satisfaction and International Recognition

A key component of the UN’s sustainable
development goals is universal health coverage,
which aims to ensure that each individual has
access to essential health care. Taiwan’s NHI
launched in 1995, was designed to guarantee
equal rights to health care for all citizens while
providing accessible, affordable services.
According to the Health Care Index published
by the internationally renowned CEOWORLD
magazine, Taiwan has ranked first among
for seven consecutive years through 2025,
further underscoring the soft power of Taiwan’s
healthcare system.

In recent years, rapid advances in cancer
treatment has placed increasing, pressure on the
limited NHI resources. Ahead of the 76" World
Health Assembly in 2023, Dr. Chung-liang Shih,
then Director General of the NHIA, Dr. Chao-Chun
Wu, then Director General of Health Promotion
Administration, and Shyr-Yi Lin, Executive Director
of The Center for Drug Evaluation, visited the UK’s
National Institute for Health and Care Excellence
(NICE) and National Health Service (NHS) officials
to explore ways of ensuring timely access to
advanced cancer therapies while safeguarding
NHI sustainability. During the visit, discussions
covered the Innovative Medicines Fund (IMF),
Cancer Drugs Fund (CDF), Health Technology
Assessment (HTA), and multiple financial
management mechanisms. On May 18", 2023,
NHIA also signed a collaboration agreement
with NICE. Efforts will focus on strengthening

personnel training, refining the assessment
of NHI reimbursement for new drugs, and
enhancing financial management mechanisms.
To achieve concrete benefits, from 2023 to 2025,
Taiwan’s NHIA has annually hosted Workshop
for Partnership Agreement between Taiwan
and the UK on Health Technology Assessment,
inviting experts from the UK’s National Institute
for Health and Care Excellence (NICE) to Taiwan
to exchange and share operational experiences
regarding the mechanisms and processes of
cancer drug funds.

To further optimize Taiwan’s health
technology assessment (HTA) mechanisms,
strengthen the financial sustainability of the
National Health Insurance, and establish
cooperative ties with international HTA
organizations to enhance assessment quality
and decision-making transparency, the NHIA
launched bilateral exchanges with France’s Haute
Autorité de Santé (HAS) in 2024. On February 7,
2025, the two sides formally signed a Partnership
Agreement (PA). Both parties will deepen HTA
collaboration in innovative healthcare and
financial sustainability through high-level visits,
professional training, and the sharing of digital
transformation experience. By exchanging
expertise and fostering cooperation, Taiwan
and France will jointly address the challenges of
emerging health technology development and
improve the quality of healthcare services in both
countries.

Regarding international organizations, the
Asia-Pacific Economic Cooperation (APEC) forum
is a leading international organization in which
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Taiwan actively participates, with health as a key
area of engagement. To strengthen the APEC
economic network and share Taiwan’s practical
experiences, the NHIA has been organizing
APEC health insurance-related meetings since
2019, and has held them annually since 2022.
On September 3™ 2024, we hosted the “APEC
Workshop on Advancing Health Technology
Assessment for Sustainable Universal Health

Coverage,” which brought together health
ministry officials from 12 APEC economies,
including the United States, Canada, Singapore,
Malaysia, the Philippines, Thailand, Vietnam,
Indonesia, Australia, and Peru, along with more
than 100 experts from industry, government,
academia, and research sectors from Taiwan
and abroad, including the United Kingdom and
Belize.

By working hand in hand with Asia-Pacific
partners to strengthen HTA capability and
advance universal health coverage, the workshop
also enhanced the application of digital health
information and explored solutions for building

ERmRE BFFEE
Public Satisfaction and International Recognition

a resilient health care system in the region,
thereby strengthening Taiwan’s international
collaboration. The event served as an important
platform for showcasing Taiwan's National
Health Insurance system and policy experience,
attracting 25 ministers of health and senior
health officials from 13 countries, as well as 40
internationally renowned experts and scholars
from 10 countries visited Taiwan to deliver
keynote speeches and engage in in-depth policy
dialogues and knowledge exchange.

To upgrade the NHI information system,
align with international standards, and
accelerate the digital transformation of
Taiwan’s healthcare systems, efforts are
being made to further improve health quality
and efficiency, on November 13", 2023, the
NHIA and the Healthcare Information and
Management Systems Society (HIMSS) signed
an agreement to deepen personnel training,
promote information exchange, strengthen
domestic health information management and
cybersecurity resilience, align with international
health information standards, and advance
digital transformation.
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NHI has endured quite a few difficulties
over the years. However, NHI has come to
enjoy a high level of public satisfaction, with an
over 90% approval rate in comparison with a
low of less than 40% in the early days. Indeed,
public satisfaction with NHI sustained a slight
decrease due to increases in the premium rate
and copayments in 2002 and some further fine
tuning of the system in 2005, but a rebound
to over 70% soon followed. Likewise, another
decrease following Second-Generation NHI’s
imposition of supplementary premiums on high
income households in January 2013 was soon
followed by a recovery to around 80%. For five
straight years (since 2020), public satisfaction
with NHI stayed above 90% (Chart 7-1). Thanks
to NHI, Taiwan is able to provide comprehensive
medical protection to even the economically
underprivileged.

2EHEAFY
Nationwide average
B—ERGREE
Each catastrophic illness patient
BIRERE
Each cancer patient
B—FRBE
Each rare disease patient
B—RBERE
Each dialysis patient
B—RERE
Each ventilator patient
B-MKREE
Each hemophilia patient

i 1 DR024FENBRFERAERRB -

Note: Based on 2024 statistics for catastrophic illnesses and injuries.
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NHI’s core value lies in drawing from
a social insurance mechanism in which the
financial risk of illness is dispersed among the
insured through mutual assistance. For instance,
although persons with catastrophic illnesses and
injuries account for only 4.2% of all patients, they
also account for as much as 28.4% of all NHI
medical outlay. In particular, such catastrophic
illnesses as cancer, conditions requiring
dialysis, and hemophilia incur medical expenses
5.5-76.3 times average spending. This clearly
attests to NHI's playing the crucial role of mutual
assistance in social insurance, ensuring that
patients with major illnesses are not driven into
poverty (Table 7-1).

38,855 1.0
245,050 6.3
214,824 55
861,799 22.2
654,905 16.9
819,790 211

2,965,380 76.3
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Progress and Prospects

NHI is an important social system for
implementing the WHO'’s Universal Health
Coverage. As we reflect on the past and move
towards the future, with the challenges posed
by an aging population and limited healthcare
resources, NHI sustainability efforts will be
made on five key fronts: system enhancement,
financial stability, technological advancements,
legal governance, and social communication.
Developing holistic care, promoting digital
healthcare, and undertaking various reforms will
be our blueprint for the future:

The NHIA promotes people-centered
healthcare and empowers individuals to manage
their health. By gradually integrating the NHI
Family Physician Plan and Pay-for-Performance
scheme, we target on patients with diabetes
and early-stage chronic kidney diseases. The
aim is that family doctors can manage each
patient’'s case to give a referral and keep track
of patients’ development with the integration of
multiple chronic disease clinics. By expanding
service coverage, digitizing tracking and
management, adjusting the payment system, and
enhancing healthcare quality, the NHIA Grand
Family Physician Plan uses family physicians
as the platform to undertake home health care
integration and metabolic syndrome prevention
and treatment, among other programs. My
Health Bank acts as the foundation for delivering
personalized and integrated home care with

Progress and Prospects

health education to enhance people’s self-care
capability to implement the spirit of initial care.
Emphasis is placed on offering continuous care
for patients after hospital discharge. High on the
list are discharge preparation services and post-
acute care for seamless integration with home
hospice and long-term care services. As society
ages, a people-centered approach will prove
crucial to providing continuous, holistic and
whole family and community healthcare to the
entire population.

The NHIA launched the NHI Digitalization
and Health Equity Program in 2024. This program
leverages the cloud system to promote health
equity, empowering individuals to access their
health information and manage their own health.
It employs four key strategies to achieve the
goal: empowering individual health, advancing
the MediCloud system, overcoming health
boundaries, and establishing an information
ecosystem. The revision of the Rules for Medical
Diagnosis and Treatment by Telecommunications
makes telemedicine more expanded. Furthermore,
NHIA promotes measures such as integrating
electronic prescriptions with the NHI virtual
cards and NHI-related plans to make medical
resources more accessible, affordable, and
equitable.

In addition, the “My Health Bank App” also
doubles as an interface for mobile payments to
help promote a truly intelligent mode of seeking
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medical attention. The My Health Bank Data
Interface Service (Software Development Kit,
SDK) is also now available to further expand My
Health Bank’s applications. With the authorization
of citizens, these initiatives will provide them
with more complete digital care. Moreover, on
March 12", 2024, the revised Use Directions for
My Health Bank Software Development Kit were
announced to enhance personal data security
management.

In addition, under the Lai administration’s
“Three Highs Prevention 888 Plan,” which aims
to include 80% of chronic disease patients in
patient-centered holistic integrated care. The
NHIA is leveraging its strengths in health data
management and collaborating with academic
and research institutions to develop a disease-
severity stratification and triage management
mechanism. It will also utilize Al models to
generate personalized, intelligent diabetes-risk
health education information.

Refining Data Governance
Mechanisms for NHI
Sustainability

In response to the 2022 ruling by Taiwan's
Constitutional Court (Judgment 111-Hsien-

Pan-13), which raised concerns about the

Progress and Prospects

application of NHI data in relation to the Personal
Data Protection Act, the MOHW has enacted the
“National Health Insurance Data Management
Statute.” Passed by the Legislative Yuan in
December 2025, this law will regulate the NHIA
in safeguarding individual privacy and ensuring
compliance with information security policies.
Moving forward, the NHIA will adhere to this
law to enhance the use of NHI data, strengthen
decision-making processes, and improve
academic research capabilities.

Always placing people first, the NHIA
will continue to strengthen the mechanisms
and legal regulations for managing NHI data
beyond its original purposes, protect personal
information and enhance information security,
and create value from data utilization. Innovative
technologies will be introduced to enhance the
quality of services through such channels as its
customer service center and website, Facebook,
Line@ and IG. The NHIA will also strengthen
communication with various government
agencies, the medical community, and the
general public to promote awareness of the
importance of treasuring healthcare resources,
enhance efficiency in healthcare services,
and maximize NHI benefits, ensuring NHI’s
sustainable development.

08




2 REBERGIRER

National Health Insurance
2025 - 2026 Annual Report

gﬂihﬁ#%% giﬁﬂﬁwg&@@%@% HREZERHRRBIETHREB (CIP)ER
% 1T =
o 4t 106211ZtHAREEEE =FR1405% 2 RIEERBREIR. 2025-2026 = National Health
# 4t https://www.nhi.gov.tw Insurance annual report 2025-2026 / #ET4E @ FIEL
B  (02)2706-5866 RRERRERER. - =ik | FEBAEHRE
B B HEEMNBHRERREES R E,2025.11
m; 2%
FRETEDRI  RETAIRRRETERAT FRZEYTER
T 5 (02)2553-6152 ISBN 978-626-7667-87-3 ( J£:)
# HE 103045= it AR @ ERETL RS 10857812
HERER 2025118 1.CST: 2R ERRK
E B HEE2005T
B € B EtEFREERIMG 41256 114017095
ok : 1044722 1L/ L BT 20957 112
BE 1 (02)2518-0207
AENILES
ik : 403018=H g [BE=ERE L 85 97
% 1 (04)2226-0330
ISBN 978-626-7667-87-3
GPN 2011400023

AENBARELRIEPRERRBEFIIMEEART » NMEHLIH2EHEA -
L - https://www.nhi.gov.tw T EEEE © 0800-030-598

2025-2026 National Health Insurance Annual Report

Publishing Organization: National Health Insurance Administration, Ministry of Health and Welfare
Publisher: Lian-Yu Chen

Editor: National Health Insurance Administration, Ministry of Health and Welfare

Address: No.140, Sec. 3, Xinyi Rd., Da’an Dist., Taipei City 106211, Taiwan (R.O.C.)

Website: https://www.nhi.gov.tw

Tel: 886-2-2706-5866

Visual Design: Wish Creative Design co., LTD.

Tel: 886-2-2553-6152

Address: 8F., No.108, Minquan W. Rd., Datong Dist., Taipei City 103045, Taiwan (R.O.C.)

Date of Publication: November 2025

Price: NT$200

Available at the following bookstores:

Government Publications Bookstore

Address: 1F., No0.209, Songjiang Rd., Zhongshan Dist., Taipei City 104472, Taiwan (R.O.C.)
Tel: 886-2-2518-0207

Wu Nan Bookstore

Address: No.85, Sec. 2, Taiwan Blvd., West Dist., Taichung City 403018 , Taiwan (R.O.C.)
Tel: 886-4-2226-0330

ISBN: 978-626-7667-87-3

GPN: 2011400023

National Health Insurance Administration, Ministry of Health and Welfare All rights reserved.

The contents of this book may not be used in full or in part without the permission or written consent of the National Health

Insurance Administration, Ministry of Health and Welfare

https:// www.nhi.gov.tw

Toll-free number: 0800-030-598

PRINTED WITH

Q3

SOY INK

™









